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CHOSE this topic of discussion, as one frequently does 

when asked to speak, because I felt a need to work it out 
a bit more rigorously and clearly for myself. The immediate 
occasion was work I have been doing on the second edition of 
the book, Mental Hygiene in Public Health. I found that I 
tended frequently to describe the active, social, participating 
child who was somewhat aggressive as the first in any list of 
fundamentally healthy types of reaction. On reviewing Wil- 
liam Langford’s recent researches on accident-prone children, 
I found him stating that the main difference between the chil- 
dren who had accidents and those who didn’t seemed to be that 
he liked the accident prone better. One couldn’t help wonder- 
ing if both Langford and myself weren’t expressing a prejudice 
in favor of activity, of adventurousness, that is not only 
characteristic of us as individuals, but perhaps characteristic 
of the American culture which holds on so tenaciously to the 
Frontier Fantasy and rugged individualism and sometimes, 
it seems, to a concept of action for action’s sake. 

It is only a step from such speculation to the reéxamination 
of the question of why you—and I—are interested in mental 
hygiene. George Preston, a beloved psychiatrist in Maryland, 
who was for a good many years our Commissioner of Mental 

*The Kenneth Kohler Slaught Memorial lecture for 1954, delivered to the 
Mental Health Committee of the Health Association of Rochester and Monroe 
County, December 7, 1954, at the Rochester State Hospital, Rochester, N. Y. 

1 At the time this address was presented, Dr. Lemkau was Professor of Public 
Health (Mental Hygiene), School of Hygiene and Public Health, Johns Hopkins 


University, Baltimore. 
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Hygiene, used to say when his public relations seemed to be 
going badly, ‘‘If you want to get all the crack-pots in a com- 
munity together, just ask for volunteers.’’ Mental Health 
Association work is largely a volunteer activity; Preston’s 
joking remark points at you and at me. Are we interested 
because we are crack-pots? Or if we are, is that the only 
reason? So I invite you to go with me as I selfishly try to 
think over some of the reasons why we, unlike Somerset 
Maugham, cannot be ‘‘devoid of pedagogical spirit’’ as regards 
the mental health of our community, our state, our nation, and 
the world. 

The first reason for our interest is a very plebian and 
realistic one. It has to do with money and tax rates, rising 
numbers of patients in hospitals and rising costs of beds and 
of services for patients. The statistics in this field are pretty 
hackneyed and I will not repeat them. But, if I am correctly 
informed, you have an annual increase in hospitalized patients 
in New York state of about 3,000. The new beds and services 
these patients require represent about $33,000,000 a year. 
This means $33,000,000 this year, $66,000,000 next, $99,000,000 
the next and so on into the future, in addition to the tremend- 
ous sums New York state is now spending. Some of this 
needed expansion is due to an aging population, some is due 
to the increasing sensitivity to the presence of mental illness 
we foster through our education, some is undoubtedly due to 
changing mores that are perhaps to be studied by sociologists 
and cultural anthropologists. But the fact remains that a 
realistic reason for our interest in mental health is to keep 
the state’s hand from digging even deeper into our pockets. I 
see no reason to be ashamed of this motive for our interest. 
I do wish we could guarantee that our interest would change 
the direction of the curve of costs in the immediate future. 
The best we now have to offer is a gambler’s chance on medical 
research and a conviction that early, out-patient type of treat- 
ment will reduce admissions and that active rehabilitation will 
reduce re-admissions. 

Both the latter methods offer a real challenge to us as 
educators of the public, because they place emphasis on man- 
power rather than on hospital beds. Beds in magnificent 
buildings are said to be looked upon with favor by our political 
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leaders, in many instances. They are obvious evidence of 
dollars spent to relieve pressing problems. They are real, 
solid, concrete, and they stand a long time—frequently too 
long. Spending money for professional services doesn’t seem 
to pay off so well. Bricks don’t have to be educated to do their 
job, and mortar sticks in one place and doesn’t talk back when 
its pay isn’t raised. Unlike nurses, steel girders don’t marry 
and have to be replaced or given maternity leave. It is hard 
to build a memorial to one’s administration by building with 
people; it is easier to build with marble. Yet, necessary as 
roofs are, it is people, trained people, who help patients get 
well and who can produce the methods for getting them well 
more rapidly. It will be a part of our financial stake in 
mental health to see to it that our people and their elected 
leaders understand that our hospitals must be served by 
adequate staffs, supported by and integrated with adequate 
community services. Architecture is important, but personnel 
administration and program are certainly of far greater im- 
portance; this is a lesson we know and to quote Dr. Clifton T. 
Perkins, ‘‘Those who know must teach.’’ 

I have spoken only of direct costs of the present and immedi- 
ate future. I need only to remind you that these are not very 
great in proportion to the cost represented by the loss of the 
earning power of people who have one or another of the 
mental illnesses which, in the aggregate, require hospitaliza- 
tion 100 times as long as do hospitalizations in the general 
hospitals of our country. 

The financial reasons for our interest in mental health may 
not be very noble, but they are very practical and they are 
certainly nothing to be ashamed of, provided we see to it that 
all our resources are wisely distributed. This will mean that 
we produce and foster the living and thinking people to do 
the job inside and out of hospitals, and not only build new 
mausolea to house people socially and productively dead, 
though still physically alive and emotionally sensitive, so 
that they are for years in the most exquisite and stabbing 
pain of spirit. 

There has actually been a definite and sound expansion of 
numbers of psychiatric personnel since the war, largely due 
to the operation of the National Mental Health Act and to 
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the Veterans’ Administration training programs. Inciden- 
tally, we can be proud of the part our National Association of 
Mental Health played in the establishment of both these pro- 
grams. But the limited satisfaction we might gather from 
this fact is not unalloyed, for our training programs have not, 
in general, prepared psychiatrists to act as leaders of com- 
munity mental health programs. Many psychiatrists will be 
needed in your state to lead the commissions established under 
your new law and should California pass its very similar 
proposal more will be demanded there. Psychiatrists for 
these positions need to know more than child and adult psy- 
chiatry, need to know more than the diagnosis and treatment 
of aberrant behavior. They need a philosophy of public 
health, a knowledge of how and where their efforts can and 
should fit into the tremendous on-going programs for the 
preservation and promotion of the health of our nation and 
the world. They need competence in seeing epidemiological 
factors affecting the frequency of behavior disturbances. Yet 
to the best of my knowledge there are but three psychiatrists 
trained in public health in your state service; one of those, 
Dr. Ernest Gruenberg, you have honored by offering him the 
privilege of being an earlier Slaught lecturer. We must set 
a broader goal for the training for these psychiatrists who 
are to carry community responsibility. In my opinion, this 
must include formal training in public health and the sciences 
of administration, epidemiology, and biostatistics upon which 
it rests. 

A second reason for our interest in mental health seems to 
me to be a belief that medicine can cure diseases. This may 
not be quite as obvious as it sounds. Of course, I mean the 
profession of medicine and not something taken in doses. This 
is not a very rational sort of belief if viewed in the long 
light of history, for it has only been in rather recent times 
that illnesses of any sort have really been cured by physicians. 
Ancient medicine had few cures and it was not until after 
Semmelweis that it was even safe to trust doctors with the 
supervision of childbirth. Until Pasteur and Lister, surgery 
was a terrible risk, and it is only the last 15 or 20 years that 
have seen the medical profession in command of most of the 
infections. It is hard to account for the fact that mankind 
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has always seemed to believe in doctors. And it is a little 
hard to understand why people believe doctors can cure the 
mental diseases, in the face of the long, long trail of medical 
failures that have accumulated in our mental hospitals. 

Somehow physicians are not blamed for their failures when 
the knowledge to do better is lacking. If we psychiatrists were 
to be sued for malpractice each time we fail to cure a schizo- 
phrenic patient or every time we fail to increase the intelli- 
gence of the brain-injured, feebleminded child, we should all 
end in debtors’ prisons. Sometimes I wonder if the psychia- 
trist is not called upon to preserve the attitude of the old- 
fashioned general practitioner in medical education simply 
because his tools are as non-specific as the prototype’s, and 
because he gives comfort to the patient when he can do nothing 
better in the way of cure. Certainly we fail all too often. 

But I suspect our failures are not always properly credited. 
One reason for this is the long-outmoded concept, mental 
disease. There is no such thing as mental disease; there are 
many mental diseases. It is as foolish to group the psychosis 
due to syphilis of the brain which, in its early stages, is regu- 
larly curable, with mongolian idiocy which cannot be cured, 
as it is to group a boil on the end of the nose with a bone 
cancer of the hip. If we are to tackle the problem of cure 
of the many mental diseases, we must first recognize the com- 
plexity of the medical task before us. This is a favorite topic 
of mine and I can—and have—talked and written much about 
it. But we must go on to other topics now. 

This belief that medicine can cure has been a powerful 
force in human cultures for many years, reaching its greatest 
power, it seems to me, in recent years. A physician friend 
of mine who has a weakness for contracting pneumonia 
recently wrote about his three bouts with the pneumococcus. 
The first was in pre-sulfonamide days and was a three-months 
illness with delirium and great prostration. The second was 
in the sulfonamide era. It was tough and carried a long con- 
valescence but was nothing so severe as the first attack. The 
third came in the antibiotic epoch. It found him writing his 
article from his hospital bed, almost complaining that he had 
got well so fast he was to be denied his recuperative period 
in Florida. 
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Almost every citizen of our nation knows that this change 
has taken place and demands that he have the benefits thereof. 
A tremendous proportion of our population knows that insulin 
corrects diabetes and is willing to take the treatment if the 
disease is diagnosed—and will submit willingly to the diag- 
nostic tests. These medical advances show how rapidly the 
cultural patterns of a nation can change when the medical 
profession learns a really desirable way to change them. 

It does not seem unusual to me that those factors that 
we believe to be important in the psychogenic mental illnesses 
ean likewise be changed in our culture, if it is possible for the 
profession to produce the data that will prove their import- 
ance and the fundamental need for change. Indeed, it seems to 
me that changes are now apparent that are the result of our 
education. Rooming-in, natural childbirth, self-demand feed- 
ing schedules, informal procedures in handling juvenile court 
eases, the changes in attitude toward sex offenders, the recent 
tradition-shaking court decision in the District of Columbia 
negating the ancient M’Naghton Rules—these all mark cul- 
tural changes of considerable magnitude for which we can be 
held responsible. More fundamental changes, perhaps even 
a reversal of the upward curve of divorce rates, are certainly 
within our power as we gain evidence on which to base con- 
fidence to act. This power to change the culture rests, it seems 
to me, fundamentally on our belief that the medical profession 
can cure diseases and that it knows or can know how to pro- 
mote health. This ancient belief, then, is the second reason 
for our interest in mental health. 

The third reason for our interest is a corollary to the 
second; it is the belief that medicine can prevent disease. 
This is not as old in our culture as the belief that cure is 
possible. It has not been too many decades since supernatural 
or at least uncontrollable nature, the winds and the stars, were 
thought to be responsible for the epidemic constitution that 
set the stage for scourges of disease. To be sure, Jenner in- 
troduced vaccination against smallpox 150 years ago, and the 
relation of cholera to water supply was discovered about 100 
years ago, but the rational of these events was not worked out 
until after Pasteur and Koch, and is still being refined, partic- 
ularly in regard to the virus diseases. Yet it has already be- 





WHY ARE WE INTERESTED IN MENTAL HEALTH 359 


come an almost universal belief in our culture that medicine 
can prevent disease, and offerings by the populace are to the 
god of medical research for salvation, rather than to the God 
of the Universe. This is not, in my estimation, sacrilegious, 
provided, of course, one keeps in mind that there is a Power 
that makes the medical researcher and that grants men the 
intellectual power to solve problems and the ethical drive to 
work for the relief of suffering. 

The success of preventive medicine that has established 
this cultural pattern of belief has rested on control of dis- 
eases in which cause and effect have been close together in 
time, and in which, although many factors are involved, one, 
usually infection, is of overwhelming importance. I do not 
wish to lead you into a discussion of the difficulties of psy- 
chiatric and mental-hygiene research, but it does seem likely 
that many of them are related to the fact that causes must 
frequently act a long time before producing the effect of 
psychiatric illness, and that there is no one factor that sig- 
nificantly outweighs all others in etiology. For this reason, 
mental-health research will probably continue to be expensive 
research. It is an anachronism that our efforts to raise vol- 
untarily contributed funds for this type of research have been 
so notably unsuccessful that at the present moment our Na- 
tional Association for Mental Health, which has sponsored the 
attempts to raise such funds, finds itself nearly $100,000 in 
debt, rather than administering the millions of dollars that 
could properly be spent in mental-health research. This would 
lead one to believe that the culture has not accepted, has not 
been educated sufficiently to share our belief that the mental 
diseases, or at least some of them, might be preventable. I 
suggest that we are interested in mental hygiene because of 
this belief; I would urge that we try to make our belief more 
general, make it a part of the thinking of more people. Here 
is an area where a cultural way of looking at a group of ill- 
nesses has not followed the general trend toward the belief 
that illnesses can be prevented. Perhaps the evidence is not 
good enough; it can be bettered more rapidly if people believe 
enough to contribute to extend research activity. 

Up to this point, I think our logic has been scientifically 
valid, intellectually sound. I wish now to abandon the logical 
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reasons for our interest in mental hygiene and enter the 
field of values. Depending on which philosopher or theologian 
you wish to follow, you may call the study of values logical 
and intellectual or speculative and emotional. I do not pro- 
pose to argue this point. I want to speak of values as I see 
them and not concern myself with their origins or relation- 
ships too deeply at this point. 

One reason for our interest in mental health is that we 
hold to an ethic that dictates that mankind shall not suffer 
unnecessarily. We are interested in mental health and the 
prevention of the mental illnesses because we are sympathetic, 
we feel the pain of the patient and of his family with them, 
and we want them to be relieved. If we cannot relieve them 
completely by curing or preventing the fundamental disease 
process, we want to relieve them by seeing to it that their 
living conditions are the best that society can afford to supply. 
We want to see to it that the lost wages are made up so that 
the family will not suffer beyond the grief at the illness of the 
breadwinner; we want to see to it that the: family living is 
not irretrievably disorganized should the mother become ill; 
we want to see to it that the suffering of the parent with the 
retarded child is not extended by a consciousness that the 
incurable defect is aggravated by less than optimal living 
conditions in institutions. Of this tenderness of spirit, this 
good Samaritan attitude, I think we have reason to be proud. 
We need not try to justify our interest on crass financial 
grounds alone. We are sympathetic; let us be proud of it 
and attempt to help others to see the suffering of their fellows 
and share with us our sympathy so that it can lead to new 
action for their relief. 

A derivative of our sympathy furnishes the fifth reason for 
interest in mental health. It is the ethic that says that if 
a man must suffer, then he shall not suffer alone, he will have 
the support of his neighbors in his travail. My friends in 
Baltimore who are now working amid piles of Christmas 
presents for patients in Maryland’s mental hospitals are act- 
ing on this ethic. The woman who greatly expanded the 
library services in one of our state hospitals as a memorial 
to her mentally ill daughter was acting on this ethic. The 
Sunday School class in one of our rural towns which years 
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ago ‘‘adopted’’ a ward in one of our state hospitals acted on 
this ethic. The group of artists who teach in our mental 
hospitals, the business men who contribute television sets, 
the group of ministers who, on an interdenominational basis, 
organized to have a chaplain present in their state hospital 
every day, that marvelous group of women who took on the 
job of improving food service in a ward of an Ohio hospital 
as reported so graphically at our 1953 Annual Meeting—all 
these are acting on the ethical principle that he who must 
suffer shall not suffer alone. 

In our self-consciousness we frequently justify our volun- 
teer services on the basis of their therapeutic effect on 
patients. There is no question that the breath of social 
fresh air that the volunteer brings into the hospital has a 
powerful enhancing effect on treatment procedures. I do 
not mean to discount this at all. But I doubt if most of us 
would make sacrifices to do an essentially medical job. I 
suspect that it is rather the high evaluation we place on the 
belief that suffering mankind shall not suffer alone that sends 
us to relieve isolation, within the hospital or among the home- 
bound outside hospital. 

The sixth reason for our interest in mental health and for 
our activity in this field is another ethical principle, that when 
relief is within our power to give, we must give it. I am not 
a political philosopher but I suspect that this ethical principle 
underlies whatever success democracy has, has had, or will 
have in the future. Some of you may have heard me tell the 
following story before, but it demonstrates this reason so 
well that I shall risk telling it again. While doing a survey 
of mental-hygiene facilities in Yugoslavia, I had the privilege 
of seeing many nursery schools set up by the government to 
care for the children of working mothers and for those whose 
mothers were dead or were ill with chronic diseases. Most 
of these schools were excellently run; the children were active, 
interested, avid for affection, inquisitive—altogether alive and 
throbbing with the exuberance of healthy pre-school children. 
But in one school things were not good. Here, when the 
curious foreigner walked in, he was hardly noticed. Children 
continued apathetically doing what they were engaged in— 
too often nothing. There was no hilarious running back and 
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forth with suggestions that their picture be taken, no one 
clammoring to be taken up and carried, no group anxious to 
show off their gardens and load me down with gifts of radishes 
and lettuce as had been the case in other schools. May I 
paint for you the most horrible picture of deadened spirit I 
have ever encountered? It was about a dozen two-year-olds 
sitting on little pots for fifteen minutes—this was the routine 
after each meal. Not one of these children got up to chase 
a butterfly, to kiss a mother-substitute, or to pick up an oddly 
colored pebble, or even to fight with the kid on the next pot. 
‘‘Breathes there a man with soul so dead?’’ And at the age 
of two! The reasons for this syndrome of neglect were 
obvious but they do not concern us here. 

That evening I had dinner with some prominent citizens 
in the town and in the course of our discussion I suggested 
to a couple of the wives that they might help cure these 
children. They might stop by and pick up a child on the way 
to market, and take a child along when they went on family 
picnics. My suggestions were greeted first with unbelieving 
silence and, when I persisted with my suggestions, was met 
with the defense that the children were wards of the govern- 
ment and not the responsibility of citizens such as my friends 
were. The group were genuinely my friends and so I could per- 
sist still more and eventually we were, as is the pleasant wont 
of friends in Yugoslavia, in a hot argument. It is surprising 
how the need for a mutually understood language fades out 
in such a situation. Finally I was called an idealist; I stopped 
them there to thank them for granting that a representative 
of a capitalistic country could be so named in a Communist 
country in which idealism is so strongly claimed. As the 
evening closed, I found myself strangely thankful that there 
are so many of us in this country who live by the ethic that 
when something is wrong that we can fix, it is our duty to fix it. 

This ethical principle is one that furnishes a powerful 
impulse to our interest in mental hygiene. 

The final reason for interest I want to discuss is the belief 
that man is healthier and happier if he faces his problems 
squarely and does not indulge in a kind of ‘‘out of sight, out 
of mind’’ legerdemain. It is on this principle, however, much 
we may disagree with their methods, that we value those who 





WHY ARE WE INTERESTED IN MENTAL HEALTH 363 


manage the exposé type of newspaper and magazine literature. 
It is this principle that leads mental health associations to 
make investigations, and is behind the grand jury system in 
some states, which use it as a kind of permanent watchdog 
on the function of governmental institutions. This principle 
has, of course, tremendous importance for psychiatric treat- 
ment. It seems to me to be important also as a driving force 
in our wish to face the magnitude and complexity of the task 
of preventing and curing the mental diseases and of promoting 
mental health. 

I do not think these seven points were in Dr. Preston’s 
mind when he suggested that volunteers might be crack-pots, 
or if they were, he was looking behind the facade of reasons 
I have given and at the selective forces that produce an 
interest in mental health in one person and leave the next 
apathetic, in the face of the same problems. I do not intend 
here to explore the things he probably had in mind. Each of 
you has probably stirred uneasily at one point or another in 
this lecture, sometimes self-consciously because it is unbecom- 
ing to flatter people in our culture, and you recognized that, 
at least as applied to you, some of the reasons proposed for 
your interest seemed flattering. But I should like to leave 
with you the thought that even though what I have set forth 
may be to some extent a facade covering less desirable con- 
stellations of impulses, this does not detract from the evalua- 
tion of the principles outlined. Suppose it is fear of the 
mental illnesses that drives us to be interested in them, does 
this detract from the fact that we then face the problem? 
Suppose our sympathy for all the mentally ill stems from 
grief over the illness of one very close. Does this detract 
from the fact that we are sympathetic for all? Suppose our 
wanting all children to have appreciative parents comes from 
the fires of a burning, unhappy childhood experience of our 
own. Does this detract from the value of our contributions 
for research on family relations? I should like to plead that 
we see the strength of our position as well as the weaknesses 
that may help to place us in it. We can be proud of being 
economy minded, of placing the value of people above that 
of things. We can enjoy partaking of our culture’s con- 
fidence in the medical tradition. We can be proud that we 
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put high values on sympathy, on the resolution that he who is 
in unavoidable pain shail not suffer alone; that when a job 
is to be done that is within our power, we consider it our duty 
to do it. We can even be selfishly proud that we want to be 
happier ourselves, because we face our problems and our 
culture’s problems of the prevention of mental illnesses and 
treatment of the mentally ill squarely. 

It was only after this talk was completed and frozen in 
typescript that it became my privilege to read a biography of 
Dr. Kenneth Slaught, in memory of whose too-short but 
devoted life we meet here. Dr. Slaught was the embodiment 
of the points I have made. He was an administrator con- 
cerned, no doubt, with buildings but, from the information 
available, he was the kind of man who also would have been 
most interested in the quality and number of the people who 
took care of the patients, the responsibility for whom he must 
have felt deeply. His ethical drives were sufficient, and his 
situation such that he could not only be a volunteer, but make 
the relief of suffering his vocation. 

It has been a very great honor to prepare and to deliver this 
lecture in his memory. 
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HE intent to ‘‘promote the general welfare’’ has, since 

early American days, led the people of our communities to 
assume corporate responsibility for protection of the citizenry 
from the consequences of social maladjustment. A substantial 
part of the enormous structure constructed bit by bit over 
the past two hundred years for the service and care of our 
communities’ individuals and families is devoted to carrying 
out this responsibility. 

The fast-accumulating knowledge about human behavior, 
mental and emotional illness, and the constantly growing 
skills of the three professions most involved in the diagnosis 
and treatment of social maladjustment have opened the doors 
to preventive knowledge. This has been widely disseminated 
and used by individuals for themselves, by parents, by mar- 
riage partners, by therapists in behalf of their patients. But 
so far it has not made its way into community plans for carry- 
ing out its traditional corporate responsibility. 

It is not enough to say that the general purpose of a 
service is preventive or to know that in some cases the 
quality and skill with which service is given has halted or 
deterred a deteriorating process. The form and purpose of 
a preventive program must have three elements: the continu- 
ing search for cause and cure, with results fed constantly 
into the operating of our systems of ‘‘protection’’; the setting 
up of orderly procedures for obtaining community-wide epi- 
demiological knowledge about problems in terms of families 
in which the problems are occurring, and the establishment of 
a workable procedure for integrating key services within the 
established systems. 

Convinced that it is not only possible but necessary to de- 
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vise practical plans working toward encompassable objectives 
of prevention, our research group began work seven years ago 
on a study of public and voluntary health and welfare services 
of a typical American community—St. Paul, Minn.—and a 
close scrutiny of materials regarding the families being 
served. 

The findings of that study, first of its kind of this field, 
served to document a comprehensive treatise? on what is 
known, what is not known, and what is known but not ordinarily 
applied, about the prevention or reduction of the major human 
problems toward which community services are directed. 

Today, in a new step to test and demonstrate our thesis, a 
package of action-research projects, financed by three founda- 
tions * over a five-year period, and involving nearly a dozen 
American communities, are being carried out under the super- 
vision of our consultants. 

Three community experimental projects—in Winona, Minn.; 
Washington County (Hagerstown), Maryland; and San 
Mateo, Calif.—are focussed on significant aspects of the major 
problems for which communities now spend most of their 
health and welfare dollars—economic dependency, ill health, 
and maladjustment. In our first laboratory city, St. Paul, a 
parallel experiment growing out of the original study is being 
conducted with local research funds. And, finally, in collabo- 
ration with about 70 caseworkers and supervisors in the family 
agencies of seven cities, a research project in family diagnosis 
and classification is being conducted. 

‘Tt is impossible to overemphasize the importance of the 
discovery in the St. Paul study that a relatively small pro- 
portion of families accounts for so much of the community’s 
serious chronic maladjustment,’’ said Dr. C.-E. A. Winslow, 
Emeritus Professor of Public Health, Yale University, in a 
1952 address. ‘‘This discovery can carry us a long way ahead 
toward the solution of social welfare problems.’’ 

Dr. Winslow referred to what we considered the most 
significant finding of the study. Although about 23 per cent 

1Community Planning for Human Services, by Bradley Buell & Associates, 
New York: Columbia University Press, 1952. 


2The Grant Foundation, New York; The Hill Family Foundation, St. Paul, 
Minn.; and The Rosenberg Foundation, San Francisco. 
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of St. Paul’s families’ were being served by one or more of 
the 90-odd agencies and services in the fields of economic 
dependency, health, and maladjustment, we found that a group 
amounting to six per cent of the community’s families suffered 
from such compounding of these human ills that they were 
absorbing more than 50 per cent of the services. Though 
some such idea had long been accepted by most of our ex- 
perienced practitioners, this was the first time it had been 
documented in precise fashion. For our research purposes 
we have since referred to this small group as the ‘‘multi- 
problem”’ families. 

The significance of the finding to us was that this amounted 
to an epidemiological fact—a fact about a community-wide 
problem which held a clue to what constructive action could 
be taken toward prevention and control of the problem. 

Comparable studies, made in the three communities prior 
to setting up the current experimental projects, confirmed 
this finding. In Winona, where the services of 46 local and 
state agencies were reaching far fewer families than had been 
the case in St. Paul—12 per cent of the families in the county 
—a group amounting to 5.8 per cent of the total number of 
families in the population were requiring a greatly dispro- 
portionate share of the money, time, and skill going in the 
services. 

Forty-nine local and state agencies served 13 per cent of 
the Washington County families. Here the multi-problem 
group represented 5.9 per cent of the County’s families. 

In San Mateo, 74 agencies and services were working with 
11 per cent of the families and the multi-problem group 
amounted to 5.8 per cent of the families in the county. 

The extent to which serious problems are compounding 
within a single family, as well as the extent to which the 
community’s serious problems are concentrated in this small 
group of families, was shown in further findings. In St. Paul, 
the multi-problem group accounted for 77 per cent of the relief 
load, 51 per cent of the drain on health services, and 56 per cent 

1 The definition of families used by Community Research Associates is consistent 
with that of the Bureau of the Census: A family comprises a family head and all 


other persons (in the home) who are related to the head by blood, marriage or 
adoption. 
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of the load carried by adjustment services in the mental health, 
casework, and corrections fields. The studies in Winona, 
Washington County, and San Mateo showed that the multi- 
problem group accounted for from 70 to 88 per cent of the 
relief load; from 63 to 90 per cent of the health service load; 
and from 43 to 56 per cent of the load carried by the adjust- 
ment services. 

The fact that ‘‘concentration spots’’ of all sorts of mis- 
fortune do exist, and can be identified and measured, though 
just being discovered in this field, is not a new idea. ‘Parallel 
findings in other fields reveal interesting and pertinent 
material. Lawrence EK. Hinkle, Jr., and Norman Plummer, 
assistant professors of medicine at Cornell University Medical 
College, concluded in a paper’ given before a meeting of the 
American Public Health Association that the ‘‘hazards of ill- 
ness and accident seem to fall disporportionately on a small 
minority of the population.’’ Their study of the health records 
of 2,824 telephone company employees showed that one-third 
of the individuals accounted for 75 per cent of the total illness 
and 80 per cent of the days missed from work. Among the 
concentrated group, the average loss of time for illness was 
1,209 days in 29 years; among the rest of the group, the 
average was 33 days in 29 years. 

Studies of accident-proneness show the same kinds of con- 
centration. A 25-year study * of 35,000 accidents resulting in 
personal injuries showed that 74 per cent of the accidents were 
solitary experiences involving 86 per cent of the individuals. 
By the same token, 14 per cent of the individuals were in- 
volved in a disproportionate number of accidents. A six-year 
study * of automobile accidents in Connecticut showed that 
less than four per cent of the drivers were involved in 36 
per cent of the accidents. 

The St. Paul study offered documentation of the rather 
obvious fact that, in terms of prevalence among the communi- 
ties’ families, and drain on professional skills as well as on 

1 Reported in Scientific American, Vol. 192, No. 1, January, 1955, p. 46. 

2 Cited by Arthur 8. Schulzinger, M.D. in ‘‘ Accident Syndrome—A Clinical Ap- 
proach,’? AMA Archives of Industrial Hygiene and Occupational Medicine, Vol. 10, 
No. 5, November, 1954, 


8 See ‘‘ Accident Proneness,’’ by Thomas Gorman. Today’s Health, December, 
1954. 
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health and welfare budgets, the three most serious problems 
in today’s American community are economic dependency, 
ill-health, and maladjustment. The common objective in the 
current community projects, each concentrated on one of these 
three problems, is to see if the incidence of the problem can 
be affected by attacking it at its point of greatest concentration 
through the integrated services of a psychiatrist-psychologist- 
caseworker team in collaboration with other specialists and 
local resources. In each instance, the primary effort is toward 
helping the community carry out its corporate responsibility 
for dealing with these human problems, which, from a com- 
munity-wide point of view, have assumed sizeable proportions. 
The project offers a service to the communities’ individual 
agencies, but, more important than this, provides a means 
for agencies to make a concerted attack on a total problem. 

It is obvious that any effort to make an appreciable dent 
on these community problems must deal with the multi-prob- 
lem families. In these projects, as well as the project now 
being conducted in St. Paul, help for the multi-problem group 
constitutes a first line of attack. 

The focus of the Winona project is on economic dependency. 
A preliminary study showed, as had the St. Paul study, a 
high incidence of chronicity among dependent families. Fifty- 
three out of every 1,000 families in the population were 
chronically dependent. A third of them were families with 
children under 18. In half of all families, the head of the 
household was 65 years of age or over. The program of this 
project is aimed toward rehabilitation of multi-problem fami- 
lies where economic dependency is a complicating factor, ac- 
companied by rehabilitation of the chronically ill and disabled. 

In Washington County, where the project is oriented 
toward health problems, the preliminary study showed that, 
in terms of what put the greatest burden on the community’s 
financial and professional resources, ‘‘indigent disability’’— 
disabling conditions which require community assistance— 
was at the core of the community’s health responsibilities. 
Among 2,000 people receiving public and voluntary community 
health services, a group of 1,115 families included 1,273 
persons who were disabled. These families accounted for 69 
per cent of the county’s relief load and 56 per cent of those 
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receiving community-provided medical care. Half of all the 
expenditures for health, welfare, and social services in the 
county was being used for their care. Our research project 
here is directed toward the rehabilitation of those already 
disabled and the finding and treating of people with potentially 
disabling conditions. 

The term maladjustment has been used since the beginning 
of our research to characterize types of disordered and ‘‘un- 
successful’’ behavior about which the community generally 
assumes some responsibility. The three systems by which the 
community has traditionally both protected people against 
certain kinds of disordered behavior and provided special 
protection for people with certain defenseless characteristics 
may be briefly described as follows: 

1. Overt antisocial behavior such as crime and delinquency 
has been the principal province of the system which includes 
the police courts, prisons, and correctional institutions. Its 
traditional methods have been essentially punitive. 

2. Serious mental and emotional deviations have been dealt 
with by the mental hospital systems, more recently aided by 
outpatient services and community mental hygiene clinics. 
The early method of this system was mainly custodial. 

3. Situational crises and other problems which families or 
persons fail to cope with by themselves have been dealt with 
by the casework system, composed of a wide variety of family, 
children’s, and specialized casework services, most of them 
nongovernmental. The initial method of this system was that 
of systematic helpfulness. 

Some idea of the size and shape of the maladjustment 
problem dealt with by the agencies of these systems in a 
typical American community can be seen in the findings of the 
St. Paul study. 

Forty-five different correctional, mental health, and case- 
work agencies were serving 10,748 families, 10.2 per cent of 
all the families residing in St. Paul and Ramsey County during 
the month of November, 1948, when the study was made. 
In two-thirds (6,677) of the families so served were a total 
of 9,794 persons in whom specific evidence of disordered 
behavior was reported. Among these were 1,822 persons with 
a psychiatric diagnosis of mental disease or emotional dis- 
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order; and 2,367 persons who had been diagnosed mentally 
deficient. In 3,447 cases, some of which appeared also in 
the two previous categories, officially-reportable unsocial 
behavior such as crime, delinquency, child neglect, and divorce 
was reported. In 3,493 cases, social caseworkers had diag- 
nosed the person as failing in the discharge of major responsi- 
bilities, at home, work, or school. 

During the past quarter-century, the traditional methods 
of the three systems which carry community responsibility for 
dealing with these maladjustment problems have been con- 
verging gradually from their separate punitive, custodial, and 
humanitarian approaches toward a common aim to diagnose 
and treat the problems of the people who come to them. 
Agencies of all three systems now desire to have some combi- 
nation of psychiatry, psychology, and casework personnel for 
this purpose. 

Along with acknowledgment that the roots of many of the 
traditionally accepted symptoms of disorder lie deep in the 
same soil, has come recognition that the nature and potentiali- 
ties of that soil depend to a high degree on the quality of 
family life and family relationships experienced by the indi- 
vidual. The studies of the Gluecks, Healy, and Bronner, and 
others, as well as the experience and observation of prac- 
titioners in mental hygiene, child guidance, and family and 
children’s services show that the family can constitute a 
significant asset—or liability—in both cause and cure of social 
disorders. 

The fact is that too little is known about the precise manner 
in which chronically disordered family life may cause, or con- 
tribute to the causes of, disordered personal behavior, and 
about the symptoms which identify families which may be 
headed for a chronic state of disorganization and incapacity. 
It was the dearth of materials in this field which led us to 
undertake the ‘‘ Family Diagnosis and Classification’’ project 
mentioned earlier. Preliminary work for this venture in- 
volved analysis of a sample of badly disorganized families 
from the St. Paul study. In each of them, there was a de- 
fective marital relationship, often between two faulty per- 
sonalities. Study showed that these personality lacks arose 
from faulty childhood experiences due to behavior patterns in 
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the relationships between their own parents. This generation- 
to-generation sequence of disorganized family life has become 
a familiar phenomenon to practitioners. Our experimenta- 
tion with diagnosis and classification is based on our belief that 
this sequence, in many instances, could have been broken if 
a genuine family-centered diagnosis could have opened the 
way for proper treatment. Our current work, materials from 
which are being fed into the three community experiments, 
aims to forge better tools for the diagnosis and classification 
of these families. 

San Mateo County, the location of the third community 
experiment, which is oriented toward the problem of malad- 
justment in the community, is a metropolitan suburban area 
beginning at the San Francisco city line. The population, 
which more than doubled in the decade before 1950 and has 
increased 30 per cent since then, is 300,000. This includes 
100,000 families. The median age in the population is 31.4 
and the median family income $4,467. 

A per capita expenditure of $51.08 was made in 1953 for 
health, welfare, and recreation services in the County. Ten 
million of the sixteen-million-dollar budget came from tax 
funds, half of which are from local sources and the other 
half from state and federal sources. About $600,000 came 
from voluntary contributions. A third of the total budget 
represented amounts paid by the consumer for services. More 
than three million was spent by adjustment services in the 
mental health, corrections, and casework fields. Health serv- 
ices accounted for somewhat less than $2,500,000 and services 
connected with economic dependency for a little more than 
$4,750,000. 

Our initial study of the area was made in January, 1954. 
In that month, 9,851 families were receiving some service 
from one or more of the 74 agencies, institutions, and services. 
Of this group, 5,456 were being served or cared for because 
of some evidence of maladjustment of one or more members 
of the family. Half of these were multi-problem families. 

Prevention, our research group has found, is not a word 
to be used lightly. The answer to the deceptively simple 
question, ‘‘Just what is it that we want to prevent?’’, is hard 
to come by. Confronted by this question in analyzing the 
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group of 5,456 families, we had to sharpen our definition of 
maladjustment. We found, eventually, that, in terms of 
what puts the greatest burden on the money and skill available 
to the community in carrying out its responsibility, the crux 
of the maladjustment problem lay in disordered behavior. 

This term was used to cover six specific classifications of 
socially abnormal behavior or situations evidenced in indi- 
viduals or families, in respect to which communities usually 
take some action. It should be held in mind that our use of 
the term is entirely dissociated from implications of moral 
judgment or causation; it is merely a way of referring to the 
obvious presence of socially abnormal factors of direct con- 
cern to the community. 

These six classifications include: unsocial juvenile behavior 
(delinquency, truancy, etc.); separation of children from 
their own homes through placement by agency according to a 
definite plan (in foster homes, institutions, homes of relatives 
or friends); crimes indicative of family disorganization 
(non-support, neglect, abuse); structural evidence of family 
disorganization (divorce, separation); major crimes; and 
commitments to mental institutions. They constitute a 
measurable spectrum of failure to achieve a realistically 
conceived goal of community mental health. 

It was found that, of 5,456 maladjusted families, there were 
2,816 where there were various evidences of such disordered 
behavior. This is at the rate of 30 out of every 1,000 families. 
About $2,500,000 of San Mateo’s $3,000,000 budget for adjust- 
ment services was being spent for this group of families. 

Further study showed yet another factor of concentration 
upon which a preventive program could be built. Within the 
2,816 families, a group of 1,267, all of whom had children under 
age of 18, accounted for all reported juvenile misbehavior, all 
children separated from their own homes, almost all the re- 
ported divorces and separations, and about half the crimes 
indicative of family disorganization. This group constituted 
a top priority for screening and diagnosis as the project got 
under way in January, 1955. 

Because of our profound conviction that the key to pre- 
ventive planning lies in a family-focussed diagnosis and treat- 
ment plan made by a team integrating the skills of psychiatry, 
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psychology, and casework, a unit known as the Family Re- 
search Center is the nerve center of the operation. Here a 
diagnostic team which currently includes a psychiatrist, a 
psychologist, and three caseworkers, are at work on materials 
regarding the 1,267 families revealed by the study, as well as 
all new cases falling into the prescribed classifications. 
Agreed-upon procedures with all public and voluntary agencies 
in the area provide for automatic reporting to the Center of 
cases falling into any of the six classifications, with a special 
flagging to indicate cases specific to this research, 7.e., families 
with children under the age of 18, and a situation falling into 
one or more of the four classifications to which the project 
was limited.t A cumulative roster keeps the precise size and 
shape of the community’s total maladjustment problem before 
the team. 

The team approaches each case selected for diagnosis in 
terms of the total family situation, as revealed by materials 
furnished or secured by the agency or agencies involved.’ 
Thus the final diagnosis shows not only the troubled person 
or persons against the background of the family of which he 
is a part, but also the total family as a functioning unit with 
the troubled person in it. The treatment plan, which includes 
specific agreement as to the relative responsibilities of the 
various agencies whose services are called for by the diag- 
nostic picture, focusses on making effectively integrated use 
of specialized services needed by individual family members. 

We are indebted to community experience in prevention 
and control programs directed toward community-wide health 
problems for a process which we have termed ‘‘case manage- 
ment’’ and which refers to an orderly system of procedures 
followed during treatment. Based on a cluster of detailed 
agreement with the operating agencies, this process has the 
primary objective of keeping systematic track of progress or 
the lack of it, testing both against the original diagnosis. 
This is an important aspect of the experiment to our group, 
for its purpose is to test our thesis that an integrated ap- 

1 Two classifications of disordered behavior—major crimes and commitments to 
mental institutions—were omitted in final planning for the project because of 


limitations in available resources. 
2 Family Center personnel do not deal directly with families. 
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proach by community agencies to troubled families, particu- 
larly the multi-problem families, is called for in the task of 
reducing the size of a serious community problem. With an 
inter-disciplinary leadership at the heart of a process which 
brings agency services to bear appropriately in relation to 
the family diagnosis and in perspective of the total family 
situation, the project will make it possible to test our idea 
against the familiar ‘‘ piecemeal’’ treatment of various family 
members by various community agencies, which may have 
partial knowledge, or perhaps no knowledge, of each other’s 
treatment plans. 

These experimental projects are rooted in their respective 
communities. Though they have a common approach and a 
common objective, the plans for each have been ‘‘custom- 
made’”’ to suit available community resources as well as specific 
community problems. Community leaders, including repre- 
sentatives of local and state agencies, have participated whole- 
heartedly in the planning, beginning with the initial study. 
A large group of such leaders are members of the continuing 
project advisory boards. Agencies have adapted service 
patterns to gear with basic project plans, and, in differing 
ways and degrees, local and state personnel and funds are 
helping to meet total budget costs. Our experience leads us 
to believe that the vested interests and pride of autonomy 
which are found in this field, as in all parts of American life, 
take a position of minor importance for community leaders 
when they have the opportunity to embark on a reasonable 
plan to achieve a goal of prevention and reduction of a serious 
community problem. 

The twentieth century has introduced great complexity and 
enormous increases into the corporate responsibility tradition- 
ally carried by the American community for the protection of 
its citizens. Our effort is to devise tested ways by which a 
community may better discharge this responsibility, making 
fuller use of its available resources and of new knowledge 
which should now be at its disposal. 





THE RELATIONSHIP OF GROUP 
THERAPY TO OTHER GROUP 
INFLUENCE ATTEMPTS * 


SAUL SCHEIDLINGER, Pu.D. 
Group Therapy Consultant, Division of Family Services, Community 
Service Society, New York 


NE of the findings of the psychological sciences within the 

last two decades is the recognition that group life con- 
tains major motivational forces for change and growth. 
Attempts at influencing people through the use of such forces 
—for good or for evil—are as old as history. However, the 
planful, professional utilization of group psychology for pro- 
moting better human relationships or for purposes of therapy 
is a recent development. 

All over the country attempts are being made to use small, 
face-to-face groups for advancing general mental-hygiene 
objectives. Besides educational settings, such work is being 
done with beneficial results in industry, in community or 
religious centers, and even in some government agencies. 
The term group therapy or group psychotherapy (I intend 
to use these interchangeably), has been applied by some people 
in such a way that it encompasses a broad range of approaches. 
There are those who include under this term all supportive, 
mental hygiene oriented work with groups. Others have seen 
it as ‘‘therapy of a group,’’ a method of changing the character 
of the group as an entity, of modifying socially undesirable 
group goals and institutional patterns. 

In this paper, group psychotherapy will be viewed in a 
narrower sense as a specific approach within the general field 
of psychotherapy. It refers to a psychological process wherein 
a trained practitioner utilizes the emotional interaction pro- 
duced in small, especially planned groups, to effect ‘‘repair’’ of 
personality malformation in wndividuals carefully selected for 
this purpose. In contrast to other professionally-guided group - 

* Read at a Symposium on ‘‘Group Therapy in Educational Institutions’’ at the 
1954 Annual Meeting of the American Psychological Association. 
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influence attempts, group psychotherapy calls for a clinical 
setting with the availability of facilities for comprehensive 
diagnostic evaluations of the client’s personality in its generic 
and dynamic, in its intrapsychic and external aspects. The 
group as a unit constitutes a mere tool in promoting improve- 
ments in the individual patients who, generally speaking, 
accept the therapeutic purpose in order to obtain relief from 
suffering. 

Group psychotherapy had its beginning in the United States 
under medical auspices. Pratt, a Boston physician, is often 
viewed as a precursor of today’s group therapists. In 1905 
he organized special classes for tubercular and other patients. 
This was followed in the 1920’s by a few attempts to apply 
educational methods in groups of schizophrenic adults. It 
was not until about 1930 that therapy groups for non-psychotic 
individuals were organized by Schilder*? and Wender.? 
Shortly thereafter a number of specific approaches came into 
being, such as Slavson’s activity group therapy.’ Moreno’s 
psychodrama,* Lowrey’s group therapy for mothers,’ and 
Redl’s groups for children.® 

Group psychotherapy has undergone a rapid period of 
growth, especially during the past decade. It received par- 
ticular impetus during World War II, when it proved itself 
of unquestionable value in the treatment of neuropsychiatric 
casualties. At the present time, group treatment of children 
and adolescents has achieved wide application in psychiatric 
clinics, in social agencies, and in some hospitals. Much of 
such work with children is patterned on Slavson’s activity 
group therapy developed for clients between the ages of 8-14. 

1See ‘‘The Analysis of Ideologies as a Psychotherapeutie Method, Especially 
in Group Treatment,’’ by P. Schilder. American Journal of Psychiatry, Vol. 93, 
November, 1936, p. 55. 

2See ‘‘The Dynamics of Group Psychotherapy and Its Application’’ by L. 
Wender. Journal of Nervous and Mental Diseases, Vol. 84, 1936, p. 55. 

8 See An Introduction to Group Therapy, by 8. R. Slavson. New York: The 
Commonwealth Fund, 1943. 

4See Group Psychotherapy: A Symposiwm, J. L. Moreno (editor). Boston: 
Beacon House, Inc., 1945. 

5 See ‘‘Group Treatment for Mothers,’’ by L. G. Lowrey. American Journal of 
Orthopsychiatry, Vol. 14, 1944, pp. 589-592, 


6 See ‘‘Diagnostie Group Work,’’ by F. Redl. American Journal of Ortho- 
psychiatry, Vol. 14, 1944, p. 53. 
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This approach relies on the acting out of conflicts and of 
adaptive behavior patterns in a permissive group climate. 
The emphasis here is on experiencing, that is, on interacting 
with other children and an adult, and on reacting to a specially 
designed physical setting—to simple tools, craft materials, 
games, and food. For children of pre-school age, a modified 
form of activity group treatment has been evolved. Adoles- 
cents, on the other hand, were found to respond most favorably 
to discussion groups. Similarly, in group therapy with adults 
the major channel of communication flows through verbal 
interchanges among the group members and the therapist. 
Some such groups have one or more co-therapists, often of 
both sexes, who might also assume the réle of observer or 
recorder. 

There is, so far, no general agreement among therapists 
as to the criteria for the selection of patients for adult groups. 
Some stress the value of homogeneity of syndromes, while 
others prefer groups with heterogeneous personalities. Most 
practitioners avoid, as a rule, placing actively psychotic indi- 
viduals with less disturbed ones. 

As might be expected with such a new and energetically 
growing field, the practice of group psychotherapy has been 
considerably in advance of its theoretical understanding and 
conceptual clarity. Insofar as group psychotherapy has in 
almost all instances been evolved from the broader field of 
psychotherapy, its concepts and techniques naturally reflect 
such a connection. There is, first of all, the earlier noted 
primary emphasis on curing mental ill health. As Neubauer 
put it, ‘‘Therapy directs itself to the deviant aspects of per- 
sonality, the symptom or the character disturbance, with a 
view toward effecting change in individual pathology. It 
approaches conflicts in order to free energies bound within 
them, making these energies available for further growth.’’? 
Furthermore, in accordance with general clinical practice, 
even though a patient comes with isolated complaints, a com- 
prehensive appraisal of the whole personality is involved. 
Closely linked with this kind of study is a planful but tentative 

1See ‘‘Basic Considerations in the Application of Therapy and Education to 


Parent Groups’’ by P. B. Neubauer. International Journal of Group Psycho- 
therapy, Vol. 3, 1953, p. 316. 
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decision regarding specific therapeutic aims, and the methods 
and levels of treatment. While it might be advisable in one 
instance to work toward a thoroughgoing reorganization of 
personality, in another, modification of selected areas of con- 
flict or of defensive patterns might be the more limited goal. In 
contemplating group treatment alone or in conjunction with 
other methods of help, its limitations for different types of 
patients, age groups, and even stages in treatment are all 
important considerations. 

Within the last decade, almost every major ‘‘school’’ of 
individual therapy has begun to apply its methods and theories 
to the treatment of people in groups. Any analysis of the 
trends in this field is complicated not only by the considerable 
volume of written contributions, but also by the marked dis- 
crepancies in the frames of reference and standards of report- 
ing, not infrequent even among the proponents of a similar 
ideological viewpoint. In the writings of the various prac- 
titioners with a psychoanalytic orientation who, incidentally, 
appear to be in a majority at the present time, there appears 
a strong attempt to explain the therapeutic process in close 
relation to the psychoanalytic assumptions regarding per- 
sonality development and malformation. This trend was 
underscored by Gardner in a paper dealing with the theory of 
psychotherapy when he said: ‘‘ Etiology, diagnosis, and ther- 
apy seem to me to be inseparably linked theoretically and 
practically in every approach to any of the disabilities of 
man.’’? The tenets of the Freudian school of thought with 
respect to psychotherapy have been clearly stated in the litera- 
ture and do not need to be brought out here. Among the group 
therapists who follow the classical Freudian orientation are 
Slavson,? Berman,® and Redl.* As might be expected, their 
writings reflect the emphasis in Freudian theory on biological 
and genetic concepts. Included are the well-known postulates 


1See ‘‘The Therapeutic Process from the Point of View of Psychoanalytic 
Theory,’’ by G. E. Gardner, in American Journal of Orthopsychiatry, Vol. 22, 
1952, p. 675. 

2See Analytic Group Psychotherapy, by 8S. R. Slavson. New York: Columbia 
University Press, 1950. 

8 See ‘‘Psychoanalysis and Group Psychotherapy,’’ by L. Breman in Psycho- 
analytic Review, Vol. 37, 1950, pp. 150-163. 

4See ‘‘Resistance in Therapy Groups,’’ by F. Redl, in Human Relations, Vol. 
1, 1948, pp. 303-313. 
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of psychosexual growth levels, beyond which the organism 
proceeds through differentiation toward increasingly more 
mature and integrated patterns of behavior. Psychopathology 
in its broadest sense is seen as the emergence in the patient’s 
life of earlier, irrational and undifferentiated response pat- 
terns with which he is unable to cope and which promote 
pathological defensive reactions and undue anxiety. The 
adherents of Horney’s system in the field of group therapy 
such as Rose’ or Mullan,? view the neurotic personality as 
being torn between his innate, creative and humanizing self 
(the real self), and his compulsive striving for perfection (the 
idealized image). There is also the conflict between the indi- 
vidual’s need for satisfaction and security and the incon- 
sistent, hypocritical reality of today’s society. Instead of 
achieving self-realization the individual’s energies are used 
up in these conflicts with accompanying pathological ‘‘charac- 
ter dynamisms’’ and distorted hierarchies of values. Powder- 
maker and Frank* are exponents of Sullivan’s theories as 
applied to group psychotherapy. Focus here is on inter- 
personal relationships as primary factors in personality de- 
velopment and in pathogenesis. There is essential agreement 
with the Freudians regarding the significance of childhood 
experiences, and of unconscious mental phenomena, although 
there is no precise formulation regarding various degrees of 
repression. Furthermore, the classical concepts of psycho- 
sexual phases and zones are supplanted by emphases on social 
interrelationships from earliest childhood. 

Despite the above theoretical differences with respect to the 
precise causes of personality pathology, a large majority of 
the practitioners with a psychoanalytic orientation would 
probably agree on certain generic, interrelated elements as 
characteristic of all psychotherapy. Among these elements 
are: (1) relationship, (2) emotional support, (3) catharsis, 
(4) reality testing, (5) insight and (6) reorganization of de- 

1 See ‘‘Applications of Karen Horney’s Theories to Group Analysis,’’ by S. 
Rose. International Journal of Group Psychotherapy, Vol. 3, 1953, pp. 270-279. 

2 See ‘Conflict Avoidance in Group Therapy,’’ by H. Mullan. International 
Journal of Group Psychotherapy, Vol. 3, 1953, pp. 243-253. 


3 See Group Psychotherapy, by F. B. Powdermaker and J. D. Frank. Cambridge: 
Harvard University Press, 1953. 
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fensive patterns. As I have noted elsewhere,’ these same 
cardinal factors are believed to operate in group psycho- 
therapy, albeit varying in quantity and quality, conditioned 
as they are by the existence of a complex group situation. For 
instance, the relationship patterns in a therapy group, such 
as positive or negative object choices, identifications and trans- 
ferences, assume a multipersonal character as they occur 
among the group members and between each member and the 
therapist. In this connection, there is much stress in the 
literature on the recreation of a family setting with the leader 
assuming the role of a parent figure and other group members 
representing the patient’s siblings. The relationship of each 
patient to the therapist is believed to be a more impersonal 
one than in individual treatment as the transference is 
‘‘diluted’’ (Slavson) by the shifting intra-group relationships. 
In addition, a permissive and accepting group climate, plan- 
fully fostered by the therapist—coupled with the stimulation 
accruing from the group interaction—breaks down many re- 
sistances, thus facilitating production of conscious and uncon- 
scious tendencies, of guilt, anxiety and tensions. While some 
impulses can find direct expression in the group, others find 
acceptable outlets through sublimation. The constancy of the 
setting, as well as the sense of belonging and of being pro- 
tected, tends to enhance the patient’s concept of himself. 
Recognition that others have similar problems, that they are 
all ‘‘in the same boat,’’ relieves painful feelings of isolation, 
stigma and inadequacy. The reality inherent in the compres- 
ence of a number of people, each with his own needs and 
behavior patterns, offers numerous opportunities for trying 
out one’s own attitudes and activities as part of the group 
experience. This is apt to further the individual’s awareness 
of his own functioning, while the interpretations supplied by 
the therapist and the other members can promote insight into 
his unconscious motivations. Other well-known concepts of 
psychotherapy such as resistance or countertransference are 
also subject to special variations in group therapy because 
of the unique group dynamic elements at work. 

The above formulations are necessarily highly generalized 

1 See ‘‘Group Psychotherapy,’’ by 8. Scheidlinger. American Journal of Ortho- 
psychiatry, Vol. 24, 1954, pp. 140-145. 
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and are apt to vary with the settings of practice as well as 
with the preference and training of the therapist. Thus, in 
actual work with groups, some workers are apt to emphasize 
certain elements in the therapeutic process at the expense of 
others. There also are those who would focus exclusively on 
the momentary patterns and verbalizations in the group as 
exemplified in Powdermaker and Frank’s so-called ‘‘situation 
analysis.’?* Others are primarily concerned with the genetic 
elements in each patient’s past, while still others put exclusive 
emphasis on the unconscious currents of feeling common to 
all members. In general, therapists with a psychoanalytic 
background tend to assume a neutral, non-directive réle, avoid- 
ing personal involvement in the stream of emotional inter- 
actions, and avoiding especially the promotion of specific 
values for conduct. On the other hand, therapists who rely 
on repressive-inspirational methods are apt to be more direc- 
tive, utilizing persuasion and suggestion to achieve a high 
degree of group cohesiveness with marked dependence on the 
leader. 

It should be noted that certain non-analytic ‘‘schools’’ of 
therapy have also offered written contributions about group 
therapy. Among these is Burrow’s ‘‘phyloanalysis,’’ Levy’s 
‘trelationship therapy,’’ and Roger’s ‘‘client-centered”’ 
therapy. 

Since the last-named approach to groups appears to be 
utilized with some frequency under educational auspices it 
deserves consideration in this paper. In line with Roger’s 
theory, it is assumed that the permissive climate of the thera- 
peutic setting will offer the client an opportunity to explore 
himself and to change his perceptions. This is facilitated by 
the fact that every person has a basic urge to grow and to 
mature. Hobbs? expressed quite succinctly the differences 
between the so-called ‘‘group-centered psychotherapy’”’ and 
the earlier noted analytic approaches to group therapy. First 
of all, the task of the ‘‘client-centered’’ therapist is seen as 
that of reconstructing the individual’s perceptual field at the 


1 See Group Psychotherapy by F. B. Powdermaker and J. D. Frank. Cambridge: 


Harvard University Press, 1953. 
2 See ‘‘Group-Centered Psychotherapy,’’ by N. Hobbs, in Client-Centered Ther- 
apy, edited by C. R. Rogers. New York: Houghton Mifflin Company, 1951. 
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moment feelings are expressed and to communicate this under- 
standing with skill and sensitivity. The techniques of treat- 
ment are listed as, (a) acceptance of what is said by the client, 
(b) restatement of content, (c) clarification of feeling. 
Furthermore, ‘‘the concern with diagnosis is minimal, inter- 
pretation is not relied on as a therapeutic instrument, insight 
in not considered to be an essential change-agent in the process 
of learning, transference attitudes are handled just like all 
other affect-laden expressions. .. .1 In comparing group 
treatment to individual help, Hobbs stressed the additional 
emotional support derived from a situation where the client 
is accepted and understood not only by a therapest but also by 
a number of other group members. In this connection he 
advocated the exclusion of hostile or aggressive individuals 
from such treatment because of their threat to the supportive 
group climate. In a more recent contribution on the subject,’ 
the réle of the group therapist was stressed as also offering 
the group members a stable reference point because of the 
consistency of his behavior. It seems to me that in contrast 
to the analytic forms of group therapy where there is major 
emphasis on the uncovering and understanding of the conflicts 
which underlie problem behavior, the Rogerian approach is 
largely experiential and supportive in nature. It is also of 
interest that the client-centered group experience appears to 
be of limited duration, about 20 sessions in all, whereas in the 
other methods, sessions continue for much longer periods, 
rarely for less than a year with any given patient, depending 
on his needs and responsiveness. 

I have shown in another context * how most theoretical writ- 
ings on group psychotherapy tend to deal almost exclusively 
with individual patient behavior or with the therapeutic 
process. Consideration of the dynamic aspects of the group 
as-a-whole, which in all probability are basically the same for 
all face-to-face groups, has been largely neglected. Following 
Freudian hypotheses, I outlined a series of concepts pertain- 

1 Ibid. 

2See The Nature of Non-Directive Group Psychotherapy, by L. Gorlow, et al., 
New York: Teachers College, Columbia University, 1952. 


8 See ‘‘ Freudian Group Psychology and Group Psychotherapy,’’ by S. Scheid- 
linger. American Journal of Orthopsychiatry, Vol. 22, 1952, pp. 710-717. 
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ing to group psychological phenomena in small groups.’ 
Group behavior can be viewed in the strictest sense of the 
word as the behavior of individual personalities in a special 
process of social and emotional interaction. Thus, every item 
of group behavior comprises two interrelated sets of factors: 
(a) Individual personalities with their genetic and dynamic 
properties, some conscious and some unconscious. (b) Group 
dynamic elements such as climate, structure or code, constitut- 
ing the product of the interactions within the group. These 
interactions can occur on conscious as well as unconscious 
levels. The nature of a group’s functioning at any given point 
ean be affected primarily by one or the other above set of 
factors; or as happens most frequently, by a mixture of both. 
In a broader sense, the network of interpersonal relations 
within a group can be depicted as an interplay of positive 
forces tending to strengthen group unity, and of negative ones, 
centrifugal in nature. Among the positive forces are identifi- 
cations, libidinal object ties and transferences. The opposing 
forces range from slight antipathies to hatred and aggression. 
They include identifications through fear, as well as negative 
transferences. The group’s morale and often its very exist- 
ence depend on a long-range predominance of the positive, 
unifying elements over the negative ones. 

The Freudian assumptions about group psychology are 
admittedly hypothetical, incomplete, and at times unclear. 
They are geared primarily to unconscous emotional motiva- 
tions and processes and thus require further broadening and 
refinement. There are a number of contributions from other 
fields of group study which deal with other equally important 
and broader aspects of group behavior; for instance, what 
psychoanalysts would consider as belonging to the sphere of 
conscious ego activity. Cartwright and Zander * have done a 
fine job in outlining the major, current approaches to the 
study of groups such as Cattell’s concept of ‘‘group syntal- 
ity,’’ Bales’ ‘‘interaction process analysis,’’ Stogdill’s views 

1See Psychoanalysis and Group Behavior, by S. Scheidlinger. New York: 


W. W. Norton Company, 1952. 
2See Group Dynamics, by D. Cartwright and A. Zander. Evanston: Row, 


Peterson, and Co., 1953. 
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of organizational leadership. For the purposes of this dis- 
cussion I would like to comment briefly on two such approaches 
which have had a direct impact on educational practice. The 
first of these is sociometry, introduced by Moreno, with its 
well-known sociometric test. Designed to elicit the structure 
of the interpersonal relations in groups, it constitutes a state- 
ment of a number of choices arranged in a preferential order 
by each individual group member with respect to certain 
specific criteria. The sociometric test offers us a most useful 
tool in gauging the momentary, conscious attitudes of indi- 
viduals toward others, or their desire to be placed with certain 
people in a given situation. The sociometric data in itself, 
however, is not sufficient to explain the intensity of these atti- 
tudes or the underlying motivations. Also, it does not suggest 
the most effective way of guiding these relationships. There 
is also the question whether it always holds true that groupings 
based on free, spontaneous sociometric choices are ipso facto 
most desirable for the individuals or groups involved. Another 
psychological system which has contributed greatly to the 
study and work with groups is the ‘‘field theory’’ approach 
developed by Lewin and his followers. There are few, if any, 
educators who have not been involved in some way by the well- 
known Lewinian techniques of group-problem solving, of ‘‘ buzz 
sessions,’’ of ‘‘feedback’’ or rdle playing. As a theoretical 
approach, field theory is very similar to Freudian psycho- 
analysis. Certain differences emerge insofar as Lewin’s psy- 
chology places major emphasis on explaining individual or 
group behavior as a function of the present social field. This 
is apt to result in a neglect of the genetic factors and the indi- 
vidual differences in perceiving subjectively a current situa- 
tion as related to previous experiences in the life history. 
There is an urgent need for the further clarification of the 
dynamics of group behavior in group psychotherapy and in 
psychology generally. It is my firm belief that in this complex 
problem of ‘‘what makes groups tick,’’ the collaboration of 
workers from all the above noted orientations is essential. The 
joint participation of psychoanalysts, of group therapists, and 
of social psychologists, for instance, would make it possible 
to construct hypotheses and to devise research methods which 
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would take into account the unique contributions of each of 
these fields. There could™pe regard for the frequently neg- 
lected ‘‘depth factors,’’ the genetic and unconscious elements 
which are apt to be seen most clearly by a psychoanalyst. The 
group therapist could bring to bear his understanding of the 
therapeutic process, which is so different in a group from the 
interviewing room. The psychologist could contribute his 
knowledge of the scientific requirements for research and of 
the existing concepts and methods in social psychology. 

It is common knowledge that all small groups possess poten- 
tial elements favorable to the influencing of member attitudes, 
values or behavior. This is especially true of those groups 
which are geared to satisfy the needs and interests of its 
members and where the climate promotes a degree of permis- 
siveness, and a sense of security and protection. Every class- 
room teacher, social group worker, or industrial psychologist 
could probably offer many illustrations in which group 
processes have produced desirable changes in individual’s 
behavior in the direction of healthy personality growth or of 
more democratic functioning. I would question, however, 
whether this circumstance would justify equating such influ- 
ence attempts as group education, social group work or group 
discussions in industry, with group psychotherapy. 

The confusion of group education or group work with group 
therapy emerges in some of the writings in this field. For 
instance, in an article addressed to teachers on the subject 
of group dynamics’ the authors distinguished three separate 
teacher réles: the instructional one, that of a democratic 
strategist and of a therapist. This latter réle of the therapist 
referred to ‘‘group management to the end of helping all of 
the children toward individual and social adjustment. This 
means a degree of permissiveness, the establishment of rap- 
port with each child, and the conduct of the work without the 
teacher’s ego becoming involved. ... In the therapist role, 
the teacher shares insights concerning human behavior, helps 
to get at causes of conflict and to find methods of resolving it. 
Sometimes the teacher serves this end by just being a friend, 
or he may provide, or himself be, an example with whom the 


1 See ‘Psychology of Group Behavior: The Class as a Group,’’ by W. C. Trow, 
et al., Journal of Educational Psychology, Vol. 41, 1950. 
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child can identify in the Freudian sense.’’* I have stated 
before? that all of the functions and practices listed above 
under the teacher’s réle of ‘‘therapist’’ actually are basic to 
good group work, sound mental hygiene, and education. No 
useful purpose is served by identifying these with psycho- 
therapy, which is an approach distinct from education. There 
have been numerous reports in the literature of instances 
where mental hygiene concepts and practices were applied 
with success in a variety of educational settings. Among these 
is my own past experience as a psychological consultant in a 
private school comprising children from nursery through high 
school age.* In this work, the focus was on the positive aspects 
of mental hygiene—to foster the healthy growth of individuals 
and their potentialities for leading personally satisfying and 
socially useful lives. Recognizing the potent réle of group 
experiences in personality development, a major aim of the 
school was, accordingly, to create group situations which would 
be conducive not only to academic achievement, or creative 
expression, but also to meaningful human relationships. There 
was frequent opportunity for children and for staff to express 
their real feelings towards themselves or other people in free 
and permissive group discussions. The inevitable conflicts 
which arise in the course of group living were handled wher- 
ever possible on the spot by the teachers directly involved. 
Thus, a ‘‘mental hygiene’’ or sex discussion might take place 
in a science lab, on the playground, or in the English class 
during a reading of Romeo and Juliet. In such situations, 
the-leader helped the group ‘rst, in understanding the nature 
of the problems at hand, and then in devising ways to solve 
them. Focus was placed on trying to understand and respect 
other people, their needs and motives as well as one’s own. 
Many of these discussions were replete with emotionally- 
charged material. Despite this, they were held within the 
aims and level of education and mental hygiene. For it was 
our belief at the school, that even a highly skilled group- 

1 Ibid. 

2See ‘‘Group Factors in Promoting School Children’s Mental Health,’’ by S. 
Scheidlinger, American Journal of Orthopsychiatry, Vol. 22, 1952, pp. 394-404. 


8 See ‘‘Group Factors in Promoting School Children’s Mental Health,’’ by S. 
Scheidlinger. American Journal of Orthopsychiatry, Vol. 22, 1952, pp. 394-404. 
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therapist would become a poor educator, and possibly in ad- 
dition cause actual harm, were he to introduce psychotherapy 
with a group organized for purposes of education. 

There are admittedly experiences in education where it is 
most difficult to maintain the réle of teacher as distinct from 
that of a therapist. This occurs with some frequency in the 
supervision of practice or in the teaching of people in the 
related professions of psychiatry, social work, and psychology. 
I am reminded in this connection of a recent article by two 
psychiatrists well-versed in therapeutic techniques, who con- 
ducted group discussions with medical students learning 
psychiatry... As might be expected, this undertaking was 
highly charged with emotions insofar as the actual contact 
with very sick patients, and the subject matter generally, re- 
activated many of the students’ anxieties and personal prob- 
lems. Nevertheless, the authors succeeded in maintaining the 
focus in their free and permissive group discussions on 
modifying the students’ conscious attitudes toward psychiatric 
problems and on the ventilation of their feelings toward the 
patients and teachers so that better learning could occur. 

There are a number of writers who have underscored the 
importance of differentiating between the aims of education 
and psychotherapy. According to Symonds, ‘‘the task of 
psychotherapy is to assist in a reorganization of personality 
so that the individual is able to benefit by education.’’? Maas, 
who has applied certain concepts from group therapy in class- 
room teaching stressed that ‘‘... in the classroom the general 
meanings of interpersonal practices (sociodynamics) rather 
than the causes of individual processes (psychodynamics) are 
the appropriate foci.’’* A group of psychologists who worked 
in a large city school system with the aim of enhancing mental 
hygiene practices, concluded their recent report thusly: 
‘‘Psychological efforts that fail to take full cognizance of the 

1 See ‘‘Group Techniques in Overcoming Medical Students’ Resistance to Learn- 
ing Psychiatry’’ by A. S. Votos and J. Glenn, in International Journal of Group 
Psychotherapy, Vol. 3, 1953, pp. 293-301. 

2 See ‘‘Education and Psychotherapy,’’ by P. M. Symonds, Journal of Educa- 
tional Psychology, Vol. 40, 1949. 


3 See ‘‘ Applying Group Therapy to Classroom Practice,’’ by H. S. Maas, Mental 
Hygiene, Vol. 35, No. 2, 1951, p. 257. 
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real educational réle of the teacher cannot succeed. Mental 
hygiene’s contribution is to help teachers become more effec- 
tive teachers, not part-time therapists.’’? 

I too would advocate that a clear distinction be maintained 
between group psychotherapy and the other mental hygiene- 
based group approaches, such as group education or group 
work. The criteria for differentiation would evolve primarily 
around the specific aims of the practitioner for each group 
member and the particular group. The level of group inter- 
action and the leader techniques would also need to be defined. 
Of least importance would be the kinds or degree of the client’s 
disturbances because various group measures, among them 
social group work can be utilized with\considerable benefit with 
the sickest of patients. In contrast to group psychotherapy, 
with its focus on curing or alleviating diagnosed pathology in 
individuals through the conscious application of specific tech- 
niques in especially planned and balanced groups, the other 
group approaches, besides recognized goals for the group as 
a whole, focus on those aspects of the personality which are 
relatively untouched by the psychological conflicts. In these 
approaches there is emphasis on meeting people’s needs for 
security, for belonging and companionship, the opportunity 
for the realization of individual capacities together with the 
development of a social consciousness. Speaking in general 
terms, these methods constitute a series of educational proc- 
esses in the sense of enhancing the socialization of individuals 
and offering them emotional support, particularly at the 
points of inevitable developmental or reality conflicts. While 
on the one hand, helping in the expression of feelings and 
impulses, they encourage at the same time the necessary 
control and redirection of those impulses which are not con- 
ducive to long range personal and social usefulness. As I 
have noted earlier, all of the so-called group influence attempts 
can produce far reaching therapeutic effects in individuals or 
in groups as entities, but this could nevertheless be different 
from therapy. For individuals can lose symptoms, have so- 

1See ‘‘Observations on the Psychological Education of Teachers in a School- 


Based Mental Hygiene Program’’ by M. L. Falick, et al., MentaL Hya@tEne, Vol. 
38, No. 2, July, 1954, pp. 374-386. 
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called spontaneous recoveries, or improve significantly in 
selected areas of functioning through any meaningful inter- 
personal experience. 

Were we to accept the view of group therapy as expounded 
above, it would then follow that its direct application in educa- 
tional institutions would be limited to its utilization as one of 
the treatment methods in the clinics attached to these institu- 
tions. Hinckley and Hermann’s description of a group psycho- 
therapy program at the students’ Mental Hygiene Clinic of 
the University of Minnesota * would be a clear-cut example of 
such a set-up. In a broader sense, however, despite its dis- 
tinctive character, aims, and functions, group therapy has 
some elements in common with other professionally guided 
ways of helping people in groups. Some of its concepts and 
many of its techniques can therefore be present in all phases 
of group work in such institutions.? It might be of interest 
to note that a discussion of the similarities and differences 
between group therapy and other kinds of professional work 
with groups has been the subject of two inter-professional 
symposia. One of these appeared under the title of ‘‘Group 
Methods in Psychotherapy, Social Work and Adult Educa- 
tion’’—in a 1952 issue of the Journal of Social Issues.2 The 
other, entitled ‘‘The Group in Education, Group Work and 
Psychotherapy’’ was published in the January 1954 issue of 
the American Journal of Orthopsychiatry.’ Such discussions 
should go a long way toward clarifying the problems of theory 
and practice presented by the manifold and complex methods 
of influencing individuals in and through groups. 

1See Group Treatment in Psychotherapy, by R. G. Hinckley and L. Hermann. 
Minneapolis: University of Minnesota Press, 1951. 

2See ‘‘Applications of Group Principles to Education,’’ by K. Herrold, in 
International Journal of Group Psychotherapy, Vol. 4, 1954, pp. 177-182. 

3 See ‘‘Group Methods in Psychotherapy, Social Work, and Adult Education,’’ 
in Journal of Social Issues, Vol. 8, No. 2, 1952. 

4See ‘‘The Group in Education, Group Work and Psychotherapy.’’ Round 
Table, in American Journal of Orthopsychiatry, Vol. 24, January, 1954, pp. 
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HE problems faced both by private and public mental 
health clinics in furnishing psychiatric services to the 
community are multiple. The National Association for Men- 
tal Health in its very thorough analysis of the organization 
and function of the community psychiatric clinic clearly points 
these out. The independent clinic, with its greater degree of 


freedom to restrict patient service time, runs the risk of iso- 
lating itself by ‘‘forgetting the needs of the total community 
and overlooking the mental health aspects of other community 
services.’’* The public clinics, on the other hand, are fre- 
quently burdened by impossible patient loads because of 
‘‘their obligation to accept for service everyone who comes 
along from the area that they serve. This obligation to open 
the doors to everyone may be either stated or implied.’’® 
Inherent in these problems is the question of determining an 
efficient method of extending clinic services to the total com- 
munity. This must not only provide specialized treatment 

*The authors wish to acknowledge the valuable contributions made to this 
project by the following: Robert Dysinger, M.D., Robert L. Faucett, M.D., Virginia 
Garrity, Adele L. Henderson, R.N., M.P.H., Elmore P. Kalbaugh, M.D., M.P.H., 
Loretta Kazley, Mary Mackin, Grace W. Slocum, M.S.W., Charles A. Ullmann, 
Ph.D., Lyman Wynne, M.D. 

1 National Institute of Mental Health, National Institutes of Health, Public 
Health Service, U. S. Department of Health, Education and Welfare. 

2See The Organization and Function of the Community Psychiatric Clinic, by 
Abraham Z. Barhash, M.D., et al., The National Association for Mental Health, 
1952. 

8 Ibid. 
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for the psychiatric patient but also promote the working 
together of the clinic and allied community professional groups 
in helping those individuals who are in need of help. 

Since a chief component in the clinic’s fulfillment of this 
dual réle is in the area of patient referral, selection, and 
acceptance, it would appear that a re-examination of that 
basic component is indicated. It is in the operation of the 
intake policy that we view the prime relationships of the 
clinic, for this intake policy determines the relationship of 
the prospective individual patient to the clinic, orients the 
allied professional groups such as health and social agencies, 
clergy, schools, ete., to the functioning of the clinic, and defines 
for the lay community the réle of the clinic as one specialized 
facility within the community’s total resources. 

The testimony of long intake waiting-lists resulting from 
the explicit open-door intake policy, (residency within a geo- 
graphic area means eligibility for service), is all too well 
known to us. For the patient, this means a long waiting 
period for an intake interview, wherein it may be revealed 
that the clinic is not really the proper resource for his par- 
ticular problem. For the referring professional groups there 
is a reaction of disappointment and disapproval of the clinic. 
For the total community there is a feeling of frustration and 
confusion regarding the réle of the clinic. For the clinic staff 
there is anxiety about the demands for service and a hopeless- 
ness in coping with the community’s mental health problems. 
Compromises are considered: Shall we limit treatment in 
favor of additional diagnostic services? Should we use some 
screening devices for those waiting for intake? Would a 
group approach enable us to handle more patients? Can we 
accelerate service to some people on our waiting list? Shall 
we function to capacity and reach the waiting list when we 
can? In attempting to solve this problem, clinics have adopted 
one of two alternatives. Some have assumed sole responsi- 
bility for the solution of all the community’s mental health 
problems, while others tend to limit professional time almost 
exclusively to those individuals who have been fortunate 
enough to have been reached on the waiting list. In both 
instances, the clinic fails to perceive that the relationship 
with the referring professional groups and with the lay com- 
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munity is one of interdependency. Accustomed to its réle 
as recipient of requests for help, the clinic often finds it diffi- 
cult, in turn, to ask for assistance itself in coping with these 
problems. Although helping the individual patient to assume 
responsibility for his problems, the clinic, by its failure to 
communicate to the lay community or to delegate some respon- 
sibility to the community’s professional groups, fosters a 
dependency on the clinic for the solution of the mental health 
problems. Given, therefore, a community clinic with a limited 
amount of professional time available for treatment, what 
considerations must be met by the intake policy which would 
result in a more efficient and extensive utilization of psy- 
chiatric time for the individual patient, for the allied profes- 
sional community, and for the lay community? 

Since the patient represents the prime reason for the 
clinie’s existence, the intake policy must, among other con- 
siderations, focus on the avenues by which the patient comes 
to the clinic, the eligibility for service, the selection process, 
and the very mechanics of arranging an appointment. Care- 
ful scrutiny of these essential components of the policy is 
frequently needed to insure not only that the accepted patient 
has a problem for which the clinic is appropriate, but even 
further to distinguish among patients those for whom the 
clinic is indispensable and for whom service must be acceler- 
ated. In similar fashion, the policy must provide a means of 
helping those for whom the clinic is not appropriate to make 
other contacts in the community; this help should come at 
the point of initial request for service rather than routinely 
assigning them to an intake waiting list. For the patient, 
the eradication of the waiting period would be the optimum 
goal of any clinic intake policy. This goal, however, appears 
beyond the reach of most community clinics, but the policy 
can and should aim toward minimizing the initial waiting 
period for the patient. 

Assuming, therefore, that the patient is accepted for clinic 
service and that his period of waiting for an initial interview 
is minimized, it is felt additionally important that the intake 
policy assist him in establishing relationships with other help- 
ing persons in the community even prior to his actual clinic 
visits. This represents the clinic’s extension into the com- 
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munity to help him indirectly, enhances the possibility of 
accelerated clinic service should his needs become emergent, 
initiates a relationship which may be further utilized follow- 
ing his clinic contact, clearly defines areas of responsibility 
during this pre-clinic period, and effectuates a more unified 
approach toward meeting his needs. 

In determining intake policy from the point of view of its 
relationship with other professional groups in the community, 
there has been a tendency to view these almost exclusively 
as sources of patient referral. Logically, therefore, this 
involves a concentration of preparation on answering such 
anticipated queries as: Who is eligible to come to the clinic? 
How are appointments made? What kind of problems do you 
take? What type of summary should I send you? Do you 
send a report back to us after you have seen the patient? 
Answers to these and other questions are devised by the clinic 
staff with varying degrees of ease and clarity. On some occa- 
sions there is anticipation of utilizing these groups in a help- 
ing manner for the patient. Generally, this has meant either 
emphasis on techniques of interpreting clinic service to the 
prospective patient or implementing the helping process at 
the termination of clinic service. Attention to these factors 
is both realistic and necessary; attention exclusively to these | 
areas, however, perpetuates the rdle of the clinic as sole : 
responsible agent for the mental health problems of the area 
in which it serves and does not basically provide for a real 
mutual sharing of responsibility. 

Most clinics have recognized the need to strengthen com- 
munity agencies in working toward the improved mental health 
of the community, and have been active in a variety of teach- 
ing endeavors including case consultations, post referral con- 
ferences, seminars, institutes, agency in-service training pro- 
grams, group meetings, and so forth. Responses to these 
experiences are usually favorable on the part of the partici- 
pants and their value is not to be minimized. There is, how- 
ever, the almost insurmountable barrier of inability to make 
this an enduring relationship with a variety of professionals 
in the community as well as the difficulties of being able to 
offer consultation at the optimum moment. 

If, then, there is a recognized need to involve allied profes- 
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sionals in working with the clinic on the mental health prob- 
lems of the community, the intake process would appear to 
be the fundamental starting point for establishing this rela- 
tionship. For the clinic, this requires a frank statement of 
inability to give direct service to all requesting help and, 
further, a request on the part of the clinic for assistance in 
determining some solution to the problem of insuring psy- 
chiatric service to those patients who cannot be helped save 
by the specialized clinic services, and at the same time insur- 
ing help for those whose problems do not require clinic help. 
In terms of actual policy this means clinic patients are to be 
referred only by professional sources in the community. This 
potentially increases agency caseloads and should be pointed 
out to the group; however, it defines a clear area of the agency 
role in the total community plan, as well as delegating to these 
agencies an area of responsibility. The ultimate decision of 
patient selection should rest with the clinic staff who are best 
qualified to determine the appropriateness of their services 
for a particular problem. The preliminaries to this decision 
require that the agency or individual professional discuss the 
problem with the clinic; this requirement, in essence, becomes 
an automatic, informal, enduring, consultation process which, 
as part of intake policy, can supplement other consultative- 
educational programs of the clinic. This provides for a rela- 
tionship between the clinic and many professionals such as 
physicians, school personnel, some agency workers, etc., which 
might not otherwise exist because of excessive numbers and 
distances in the area served. More importantly, however, this 
procedure promotes communication and clarification of areas 
of responsibility between clinic and professional persons in 
the community ; this very process which is daily and which con- 
cerns itself with specific problems implicitly includes an edu- 
cational aspect as well. 

Clarification of intake philosophy and procedure in rela- 
tionship to patients and, in turn, to professional resources 
within the community more readily defines the purpose and 
scope of activity of the clinic for the lay community. The 
dual function of the clinic and its place among the network 
of community resources becomes clearly discernible. The 
very interdependency of clinic and professional sources aids 
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the community in realizing total mental health implications 
of program planning and facilitates the examination of unmet 
needs. 

With an awareness that this approach to clinic function 
would not prove a panacea for all problems of clinic operation, 
the Mental Health Study Center initiated this type of intake 
policy in November, 1951, on a project basis to ascertain how 
many of the previously described objectives might be met. 
The Center, formerly known as the Prince George’s County 
(Md.) Mental Health Clinic, offers a limited program of serv- 
ice to residents of the county. Previous eligibility for service 
consisted of residency in the county and an appointment 
request on the part of the individual (or parent, if concerning 
a child.) No prior information, in the case of a referred 
patient, was required from the referral source; in many 
instances, however, this was voluntarily given. The experi- 
ence in a rapidly increasing population with no other psy- 
chiatric resources was the speedy accumulation of a sizeable 
waiting list which grew in size at a rate higher than the 
Center could absorb through a variety of approaches. Failure 
or cancellation of initial interviews, when reached on our 
waiting list, represented a loss of professional time. Specu- 
lation as to causes of failure included discouragement at long 
waiting, poor referral interpretation, ease of eligibility for 
service which failed to allow for evaluation of patient’s moti- 
vation for psychiatric help, and many others. 

At a meeting of the community’s professional personnel, 
the magnitude of the problem was presented to the group by 
the Center, and their help in alleviating the situation was 
sought. Specific areas in which the group could assist in the 
undertaking included: aiding in the screening process of those 
patients who heretofore had been self-referrals and consulting 
with the Center staff on all cases prior to referral in order to: 
(a) select for referral those cases for which service at the 
Center was clearly indicated; (b) through continued con- 
sultation strengthen the ability of referring agency to handle 
some cases on their own; and (c) to enable the Center to 
utilize in advance any information which would aid in plan- 
ning for individuals, as, for example, suggesting certain physi- 
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cal evaluations as first steps to be taken for the individual. 
This discussion basically meant two announced changes in 
the Center’s intake policy: (1) all individuals requesting clinic 
service would have to be referred by some other professional 
source, and (2) all referring sources were to contact the 
Center prior to actual referral to discuss with a staff member 
the particular situation. As part of this latter step, an 
arrangement with the schools (over 100 public) was effectuated 
whereby on a designated afternoon exploratory conferences 
were to be held at the schools. The liaison members between 
the Center and the school system were the visiting teachers 
who arranged these conferences held to discuss plans for 
improving the adjustment of a particular child in a particular 
school. The conference members included visiting teacher, 
school principal, the child’s teacher, the public health nurse, 
guidance counselor (junior and senior high schools only), 
and a staff member from the Mental Health Center. Occa- 
sionally, representatives from other agencies having contact 
with the family also participated. In some instances, the 
group consensus would be referral to the Center and a member 
of the group was selected to interpret the services of the 
Center to the family. In others, the needs of the child and 
family seemed best served by some other specialized member 
of the group. 

This changed intake policy has provided the Center with 
some definite convictions regarding the relationship of the 
policy to the patient. By the nature of its participation in the 
patient-selection process, the Center has been able to increase 
the more profitable use of limited psychiatric time as reflected 
in fewer intake failures, less frequent patient terminations, 
and an increase in the severity of problems seen at the Center. 
Having some control over the number and flow of patients, as 
well as some prior information about the patient, has enabled 
the Center to offer service more readily on an emergency 
basis when indicated. In similar fashion, the waiting period 
for initial interviews has been minimized considerably without 
increasing time alloted for intake interviews. 

The consultations with allied professionals has resulted in 
the Center’s ability to establish a telephone relationship, at 
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least, with all referral sources. This has facilitated the 
Center’s use of these sources in better preparing the patient 
for clinic service through interpretation, medical workup, 
focus of the problem, and coérdination of agency programs 
able to help the patient. This has resulted in an increased 
use of consultation time by the agencies to discuss situations 
not being considered for referral and a request on the part 
of several physicians for some seminars to point up ways in 
which they could better handle some of the problems presented 
to them. For the Center, this has meant assuming more of 
an integrative, educational réle within the community’s total 
resources’ structure. This réle has become clearer to the lay 
community and has pointed out to them the needs which can 
be met not only by psychiatric personnel, but also by imple- 
menting basic community resources. This delineation has 
enabled the local Planning Council to sponsor a citizens’ 
mental health conference devoted to studying the mental 
health needs of the community rather than solely the psy- 
chiatric needs. 

The operation of this intake policy, like any other, involves 
a selection process. Only a portion of the applicants for 
clinic service are accepted as patients; the balance are in one 
fashion or another excluded. The intake practice we have 
been describing accomplishes the screening process at two 
points. One of these is on the occasion of a referral from 
some professional person in the community. At such a time, 
it is possible to make a fairly discriminating and sensitive 
decisions as to the appropriateness of our services for a par- 
ticular individual. 

The other screening point occurs immediately after an indi- 
vidual calls us directly to request service. When such a 
request is made, the individual is informed that we offer serv- 
ice only through professional consultation and it is further 
suggested that such professional help be sought first. The 
decision which the individual then makes, either alone or with 
such help, results, we know, in some screening. Only a por- 
tion, approximately half of the individuals making the original 
calls, are heard from again. Here is screening of a different 
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sort. It lacks the precision which characterizes that occurring 
in consultation with another professional person. It is a 
process in which we play no active réle. We had felt uneasy 
about the presence of unknown or poorly known individuals 
on our waiting list, which resulted from the practice of accept- 
ing all self-referred individuals. However, it may appear 
that we were exchanging one area of ignorance for another. 
In this instance, however, we have not assumed the help- 
seeking initiative from the group about which we are unin- 
formed. The momentum for ‘‘doing something’’ about the 
problem is explicitly left in their hands. In addition, we 
thought it highly probable that this second screening process, 
in which we were not directly involved, would be safe even if 
lacking in precision. 

Our working assumptions were (1) that the majority of 
those self-referred individuals for whom our services were 
appropriate would be subsequently referred by a professional 
person in the community, (2) that the majority of those about 
whom we did not hear would no longer think they needed 
help from us, and (3) that those who felt as troubled as ever 
and didn’t know where to turn, would contact us again for 
advice as they were invited to do at the time of their initial 
call. 

We became very interested in trying to gather information 
which might shed some light on these assumptions. Accord- 
ingly, we adopted the practice of obtaining identifying infor- 
mation from individuals at the time of their initial call, and 
the permission to contact them at a later date to inquire as 
to their experience in resolving their difficulties. Six months 
later, we sent a questionnaire to each person about whom we 
had heard no further word. Those failing to answer were 
sent a second, and finally a third questionnaire. 

This kind of follow-up has enabled us to examine the total 
experience of the group of self-referred individuals. In order 
to present data which can be compared with that from other 
clinics, we have summarized the experience of one full year 
(July 1, 1952-June 30, 1953). The relative sizes of the groups 
are essentially the same as those of our entire series. 
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Total number 

Number about whom we were subsequently consulted 
Number accepted for clinic service 

Number of these who followed through 

Number not accepted 

Number to whom questionnaires were sent 
Number of these who replied to questionnaire 


In summary, approximately 50 per cent of the original 
number were later called about by a professional person in the 
community ; 72 per cent of the balance answered the question- 
naire sent to them. The remaining group, from whom we have 
heard nothing, comprise 14 per cent of the original callers. 
During the same year, our total clinic intake volume, from all 
sources, was 124 families. Thus, 40 per cent of this group 
were originally ‘‘self-referrals.’’ However, in this instance, 
they were uniformly found to have problems which we were 
designed to help; and they had a relationship with another 
professional person or group in the community which was 
likely to be more enduring than that with us would be. 


The Responses to the Questionnaires.—(We have included 
the answers to all the questionnaires received since the study 
began.) The questionnaire was short, and the mechanics of 
answering was kept simple. The respondent had only to 
check the appropriate statement or title. 


First question.‘ How do you feel now about the problem concerning 
which you called the Mental Health Clinic last (appropriate month in- 
serted)? Please check one of these statements.’’ 


TABLE 2 
The problem is now solved 
The problem is still present, but it has become less serious 
The problem is still present, and is about as serious as when I called 
The problem is still present, and it has become more serious...... 


Second question.—‘‘Since calling the Mental Health Clinic, have you 
consulted with anyone to discuss the problem? (Please check one or 
more.) ’’ 

Third question.—‘‘ Your experience in discussing this problem may be 
very helpful to some one else with a similar problem. What has your 
experience been? (If you discussed your problem with someone, and 
checked one or more of them in the question above, please check one of 
the following three columns describing the discussions.) 
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(The responses to both of these questions have been con- 
solidated in the single table following.) 


TABLE 3 


I found the 
discussions 

very helpful 

I found the 
discussions 

a little helpful 
I don’t feel that 
I was helped at 
all by these 
Uuspecified 


discussions 


Person Consulted 





© 

— 
oe 
~ 


Someone in the school system 

Someone in the health depart- 
ment 

Someone in a social agency.. 

Someone in another mental 
health clinic 

Physician, other than psy- 
chiatrist 

Psychiatrist 

Clergyman, (Minister, Priest, 
Rabbi) 

Member of my family 

Friend 

Someone not included in the 
the above list 

Unspecified ... 





2 43 32 18 165 
* (Eleven individuals reported that they had consulted with no one.) 


Fourth question.—‘‘ What are your plans concerning the problem about 
which you called the Mental Health Clinic? (Please check one of these 
statements.) ’’ 


TABLE 4 


I think that the problem does not require any more attention from 
anyone, including myself, at the present time 

I am trying to work out the problem myself 

I am going to seek further help in working out the problem 

I am now getting help in working out the problem 

I think that the kind of help I need is not available 

I think that the problem cannot be worked out at all at this time. . 

I am not sure what to do about the problem 

Unspecified 


We don’t think we can draw any detailed conclusions from 
this data about the fate of emotional problems untouched by 
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psychiatric care, or about the contributions of specific profes- 
sional groups to a community mental health program. How- 
ever, we find some reassurance, some interesting suggestions, 
and some enlightenment relative to our future operations. 

Briefly summarized, we learned from the above gross break- 
down that: 

A. 70 of 93 respondents report their problem to have 
improved without our assistance, and 32 of these report it to 
be ‘‘solved.’’ (See Table 2.) 

B. 82 of the 93 consulted with 165 other individuals about 
their problems, (11 consulted ‘‘no one’’) 110 of these others 
being professional persons. Physicians and school personnel 
were the most frequent sources of professional help. The 
consultations were regarded as being much more helpful than 
otherwise. (See Table 3.) 

C. 75 of the 93 indicated current attitudes toward their 
problem which do not include any contemplated use of our 
services. (See Table 4.) 

D. 15 persons, almost a sixth of the respondents, were at a 
loss to know what to do about the problem. (See Table 4.) 

EK. Three persons thought that their problem had become 
more serious since contacting us. (See Table 2.) 

In order to examine these findings more carefully, and to 
answer some of the questions that they raised, we performed 
several sub-analyses of the data: 

1. The relationship between the current status of the prob- 
lem (Table 2) and the quality of the experience with persons 
consulted (Table 3). 


TABLE 5 


Very Little Not Un- 
helpful helpful helpful specified 
The problem is now solved... 29 . 3 6 
The problem is still present, but 
it has become less serious. 29 23 14 5 
The problem is still present, 
and is about as serious as 
when I called 
The problem is still present, 
and it has become more seri- 
7 1 2 2 


* (There were only three individuals in the “more serious” category, and one of them 
consulted with six persons, all “very helpful.” 
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Clearly, the more satisfactorily the problem is perceived to 
have been solved, the more helpful the consultations were 
adjudged to be. 

We also learned that the current status of the problem was 
not related to the kind of person consulted; and no one group 
of consultants were conspicuously more or less helpful than 
the others. This suggests that the major variables lie within 
the individual possessing the problem. We are unable to 
determine, however, whether the crucial variable is the nature 
of the problem, the help-seeking attitude of the individual, or 


both. 


TABLE 6 


Less As More 
Solved Serious Serious Serious Total 
think that the problem does not 
require any more attention from 
anyone, including myself, at the 
present time 
I am trying to work out the prob- 
lem myself 
I am going to seek further help in 
working out the problem 
I am now getting help in working 
out the problem 
I think that the kind of help I need 
is not available 
I think that the problem cannot be 
worked out at all at this time... 
I am not sure what to do about the 
problem 
Unspecified 


2. The relationship between the current status of the prob- 
lem (Table 1) and the current attitude toward the problem 
(Table 4). 

Briefly, those who view the problem as solved tend to think 
that no further help is needed. Those who view it as improv- 
ing are working things out themselves, and those who see no 
change, don’t know what to do. 

3. The possible ‘‘casualties’’ of our intake policy—those 
who are not sure what to do about the problem, and those 
whose problem is viewed as more serious: 

a) The Unsure.—As we have seen, altogether 15 respond- 
ents put themselves in this category, none of whom described 
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their problem as ‘‘solved.’? We found, however, that 13 of 
these 15 have consulted with some responsible professional 
person in the community. This leaves only two who are not 
only troubled and confused as to what to do about it, but also 
feeling isolated from sources of professional help. 

b) Those whose problems are described ‘‘more serious.’’ 
There were three such individuals. One appended a note to 
the questionnaire, describing the prompt assistance he had 
received from his physician and from the health department, 
arranging admission to a neurological service in a general 
hospital. Another has been seen at a mental health clinic 
and apparently the problem was not judged to be psychiatric. 
The third was referred by her family physician to a private 
psychologist. In short, none of these could truly be called 
‘*casualties’’ of our policy, and two were saved a wait for a 
kind of service that they did not need. 

About a fourth of the respondents wrote notes or letters 
in addition to the questionnaires. About a third of these 
made specific mention of the value to them of having sought 
assistance from family physician or school, and expressed 
their gratitude to us. Another third wrote that calling us 
had stimulated them to try to ‘‘think things through them- 
selves,’’ and that this had been very helpful. A small group 
complained about our policy: it made us too ‘‘remote,’’ and 
inaccessible at the moment of need. 

Summary.—Intake policy is a key factor in determining 
the success with which a clinic can meet the mental health 
needs of a community. It affects not only clinical activities, 
but, importantly, relationships with lay and professional 
groups. We have attempted to devise an intake policy which 
keeps all of these aspects explicitly in mind. Our experience 
with it can be summarized as follows: 

In its relationship with patients, the Center has been able 
to utilize limited psychiatric time more efficiently, as reflected 
in: fewer intake failures, less frequent patient terminations 
of service, an increase in the severity of problems seen, a 
minimizing of the intake waiting-period, and an ability to 
render emergency service where indicated. In its relation- 
ships with the allied professionals and the lay community the 
Center has been able to function in an integrative-educational 
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réle. This has been seen in the establishment of a telephone 
relationship, at least, with all referral sources, an increase in 
requests for consultation without referral, and the providing 
of a helping relationship on the part of community allied pro- 
fessionals with those individuals seeking help for their emo- 
tional problems. The clarification of the Center’s réle within 
the community’s total network of resources has aided the lay 
community in perceiving needs which can be met by imple- 
menting non-psychiatric resources. The policy has not, to 
the best of our knowledge, been a hazardous one. The major 
group about whom we have residual concern is that which 
‘‘doesn’t know what to do about the problem.’’ We have 
found that 13 of the 15 in that group had made other respon- 
sible professional contacts. Nevertheless, in order to reduce 
the size of this group, we now strongly encourage any person 
calling us directly, to call us again for suggestions if they 
find themselves at a loss to know where to turn for help. 
We are quite aware that the details of this policy must be 
tailored to meet the individual needs of any community and 
any clinic. Our policy might well be unworkable in its par- 
ticulars in another setting. However, we believe that the gen- 


eral principles discussed here may have wide application. 





HUMAN RELATIONS SEMINAR 


A GROUP WORK EXPERIMENT IN NURSING 
EDUCATION * 


PEARL P. ROSENBERG, Pu.D. 


MYRTICE L. FULLER, R.N., B.S. 
Human Relations Service of Wellesley, Inc., Wellesley Hills, Massachusetts 


HE experimental Seminar in Human Relations to be 

described came about at the suggestion of the faculty of 
the School of Nursing of Newton-Wellesley Hospital. 
Although the problem of student unrest, which expressed 
itself in high withdrawal rates and emotional tensions, is by 
no means unique to schools of nursing, the faculty were 
unwilling to accept it and actively began searching for methods 
to ameliorate the situation. Although they were aware of the 
emotional factors inherent in the problem, they felt that 
handling these factors was beyond their scope and training. 
The presence of a psychiatric agency in the community, 
equipped and, in fact, especially interested in working in 
such an area, paved the way for an easy alliance between the 
two institutions. Since there was no pattern established for 
this sort of relationship, it was recognized that some diffi- 
culties might be encountered. 

The most tangible evidence of a problem was the student 
withdrawal rate which was at the national average and higher 
than was considered reasonable for the program offered. 
New students in the school showed in varying degrees a ten- 
sion that was unfavorable to learning and undesirable for 
their own welfare. Some, who had wanted to be nurses for 
vears, suddenly found nursing disappointing or struggled 
unsuccessfully with homesickness. Others, whose high-school 
records and pre-entrance tests were most satisfactory, 
received low grades. Still others found the adjustment to 

*The authors wish to express their gratitude for the assistance provided the 


leader by the two senior consultants to the project, Dr. Erich Lindemann, Harvard 
Medical School, and Dr. Gerald Caplan, Harvard School of Public Health. 
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the clinical situation extremely trying, particularly in their 
contact with elderly patients. At times there were some stu- 
dents who frequently wept when instructors evaluated their 
performance. While the majority of students who remained 
in the school progressed satisfactorily, there were those who 
‘‘forgot’’ Student Government regulations, classes, and health 
appointments, and others who seemed to have many minor 
somatic complaints. 

Many partially successful attempts had been made to relieve 
the situation. Admission requirements and routines had been 
improved. Conferences were held with students to review 
their programs. The Student Council liberalized some of its 
regulations and directed its attention towards helping 
offenders rather than towards reprimanding them. A full- 
time health supervisor was appointed. In addition to her 
more easily defined duties, her relationship with the students 
provided them with an outlet for expressing problems relat- 
ing to their personal lives, or the lives of their families, and 
the pressures which developed because of their experiences 
in the school. 

The members of the faculty varied considerably in experi- 
ence and in specific preparation for teaching. Some had both 
the specific experience and college preparation, while others 
had college preparation but limited experience. About one- 
half of the members had just been appointed to their positions. 
Discussion in faculty meetings and in informal conferences, 
therefore, produced a wide range of thinking about what con- 
stituted a satisfactory guidance program. Some seemed to 
feel that a complete set of fair rules and regulations regarding 
student behavior accompanied by advice, discipline, or sym- 
pathy, as indicated, was the best method. Others felt that 
a more easygoing control was indicated, but had little to ree- 
ommend as a method of relieving the problems previously 
mentioned. The faculty was in general agreement about only 
two things: no one in the group was in a position to serve as 
an assigned advisor to specific students with emotional prob- 
lems; and the faculty had an obligation to take some action. 

In an effort to obtain information about a possible solution 
of this deadlock, two members of the faculty were appointed 
to communicate with the Human Relations Service of Welles- 
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ley to see if it had developed some broad principles which 
would apply to a counseling program. 

As we have said, the Human Relations Service of Wellesley 
was more than ready to codperate with the faculty. The 
Human Relations Service was organized to combine the func- 
tions of a service center and a research unit for the investiga- 
tion of basic facts concerning good and bad emotional adjust- 
ment. The general theme running through all the work of 
the Service was preventive mental health, and a program of 
work with the nursing students would certainly be a classic 
example of such psychiatry. We would work with adolescents 
who were in a known area of tension, and would attempt to 
handle the problems engendered by this setting before grave 
emotional disturbance was produced. 

The Service was also oriented against working with the 
individual as a unit of investigation. Its program of research 
was specifically planned to study: ‘‘The factors inherent in 
social systems and in patterns of human interaction as they 
contribute to good adjustment (good mental health) or mal- 
adjustment (illness, poor performance, unhappiness).’’? The 
nursing situation where girls live in a relatively isolated com- 
munity and are together practically 24 hours of every day 
provides a specific social system, with its patterns of human 
interactions which might be examined in a group setting. The 
girls are all members of one orbit of human relationships in 
which simultaneous disturbances of adjustment frequently 
appear. 

Furthermore, one crisis in which the Service was particu- 
larly interested was that of the separation of an individual 
from a situation in which he has developed one set of social 
relationships and his subsequent entrance into a different 
situation requiring a new set of relationships. The loss of 
‘‘equilibrium’’ at this time often leads to disturbances of 
adjustment until such time as a new equilibrium is established. 
One such crisis situation is the child’s first school experience, 
where he is separated from his mother for the first time. 
Another such crisis might well be when the adolescent first 
leaves home for college or, in this instance, a school of nursing. 


1See Preliminary Prospects of the Human Relations Service, Erich Lindemann, 
written for the Grant Foundation, June, 1948. 
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A final interest of the Service was in the group process 
itself. How effective can a group be with normal individuals 
in this type of setting? Would such groups merely be sup- 
portive or could they be seen as learning situations in which 
individuals, through group participation, acquire and develop 
techniques of human interaction which will carry through 
their whole nursing career, or might they even be detrimental? 

After joint consideration of the school’s specific difficulties 
and these more general objectives of the Service, it was 
agreed that a seminar in human relations for students held 
during their first term in the school would provide some basic 
information for the school program as well as for research. 

Several conferences were held before final arrangements 
were made. The plan was reviewed and approved by the 
Hospital Administration and by the Chief of the Medical Staff. 
The Board of Directors of the school, which acts in an advi- 
sory capacity, expressed its interest and approval. There 
were several problems to consider before the Seminar began. 

The major question that the faculty raised had to do with 
the amount of help that they could expect in dealing with 
specific students who presented obvious problems. It was 
clearly stated by the staff of the Service that the purpose 
and value of the group work would be limited, if not lost 
completely, if the confidence of individual students was 
betrayed. This, of course, meant that the faculty would not 
receive direct help in handling student problems, but the Serv- 
ice staff hoped that as a result of the group experience the 
problem situations would be rendered less intense. As we 
shall see, this continued to be a major problem to the faculty 
during the course of the Seminar. 

In order to compare the performance of this class with that 
of others, it was recognized that changes in the program should 
be few. However, because of the difficulty encountered in 
adding more hours to an already full program, two major 
changes were made. Study hours, which previously had been 
compulsory, were to be termed ‘‘quiet hours,’’ with study 
optional. Professional Adjustments 1, with the exception of 
a few introductory hours, was planned to follow the Seminar, 
rather than to parallel it. After considering the time avail- 
able for more class hours, it was agreed that meetings could 
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best be scheduled in the evening. Although this was rec- 
ognized as being undesirable in some senses, it did mean that 
no classes or activity followed the meetings and the processes 
started might be assimilated more easily if they occurred 
during the period of relaxation which usually follows com- 
pletion of a day’s work. 

Organization of the Groups.—The previous pattern of group 
work in the form of the Seminar has not been clear. The use 
of the group setting for both psychotics and neurotics is by 
now commonplace. The present trend of group work, how- 
ever, includes groups of normal as well as abnormal individ- 
uals. Experiments have shown that an action suggested by 
group decision is more frequently carried through to com- 
pletion than is the same action determined by an individual 
decision. The subjects of such experiments have ranged from 
a decision to feed infants orange juice to a decision to raise 
units of production in a factory. More and more groups of 
parents come together to discuss the often troublesome respon- 
sibility of raising a child in today’s society. Laboratories 
for the training of leaders in community and business organ- 
izations are flourishing. However, the use of the group to 
help essentially normal individuals hurdle a known traumatic 
situation is still somewhat novel. We have not been able to 
discover in the literature a report of any other group work 
with first-year student nurses. In our case, as in some college 
programs, we also attempted to supplement the educational 
process of the regular academic program by allowing the 
girls, through free speech and sharing of experiences in an 
objective and essentially therapeutic atmosphere, to assimilate 
information which they could not be given by lecture or books. 

The Seminar was organized as an hour-and-a-half a week 
evening class. Custemarily a class is divided into sections of 
about twelve girls for various laboratory periods etc., and so 
it was decided to retain the same sections for the groups. It 
was expected that this year’s class would require four sections 
and so we planned for four evening meetings per week, for 
twelve weeks, starting the second week of school. The course 
was to be presented to the girls as a seminar in human 
relations. 

We had three main aims in instituting this program which 
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we explained to the girls. These were as follows: (a) to 
understand other people we have to start by understanding 
ourselves; (b) to help handle the common, ‘‘garden-variety’’ 
type of problem which we know occurs during nurses’ edu- 
cation before these problems could get so big that they actually 
interfere with this training; (c) to provide those individuals, 
who might have severe emotional problems, the opportunity 
of recognizing the severity of their difficulties, as well as a 
channel for obtaining individual help and therapy. The Semi- 
nar was viewed as an experimental program in nursing edu- 
cation in which we hoped the above aims would be fulfilled. 
The psychological team felt sure, however, that at the end of 
the twelve sessions it would have some recommendations for 
and some evaluation of-the nursing program that could be 
reported to the faculty for study. 

The clinical team was to be made up of the leader, a clinical 
psychologist trained in group work, and two observers, one 
for every two groups. These observers were trained both in 
clinical work and in group observation. They functioned as 
aids to the leader and as observers of group dynamics and 
processes. 

There were to be no grades in the course, as it is impossible 
to rate individual achievement in this type of a situation. 
Furthermore, if the attempt were made, it would inevitably 
result in a change in the quality and productivity of the dis- 
eussion. The only criteria for passing and failing was attend- 
ance at the sessions. 

Although the administrations of both institutions were in 
complete agreement about the proposed group work, it was 
necessary that the entire teaching faculty understand what 
the program was to be. For this reason, the leader of the 
groups met with the teaching staff and outlined the plans 
for the year. She discussed the aims of the group, the pro- 
posed structure of the group sessions, and attempted to enlist 
the aid of the faculty in evaluating the worth of the work 
both during and after the course of the sessions. The réle 
of the leader in relation to the faculty was also made clear, 
and they accepted the fact that she was to be completely sepa- 
rate and independent from the faculty in all respects. She 
would not report back to the faculty in times of crisis, nor 
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would she discuss any specific student unless that student 
requested her to do so. Although the staff was to feel free 
to drop her notes regarding episodes in the classroom, it 
would not be possible for the leader to advise or handle these 
unless they came up in the natural course of the group dis- 
cussion. The leader did promise, however, that she would 
sit down with the faculty at the end of the twelve weeks and 
evaluate the findings of the groups in respect to the nursing 
curriculum and to the value of the Seminar itself. The faculty 
on the whole was receptive to the program, although there 
were some doubts as well as some anxieties about what the 
groups might reveal. A few of the instructors felt as though 
they were being left out, for while the students might be 
getting some help in handling their difficulties, the staff would 
not be obtaining a like experience or education. For these 
latter two reasons it was suggested that we might have another 
faculty meeting halfway through the program to answer any 
questions that may have arisen as a result of our introducing 
such a novel procedure into the standard curriculum. 

The staff was only slightly less apprehensive than was the 
group of students that assembled for the first seminar. They 
had been told little except that a seminar was to be held, as it 
was thought best to have the leader herself introduce the 
Seminar to the students. Their big sisters (older students), 
on whom they counted for all ‘‘valid’’ information about their 
course work, were even less well informed and so the situation 
was worrisome indeed. The leader structured the course for 
them. Together they examined the aims of the course and 
seemed to understand and accept them. They learned that 
they were to meet informally in the library of one of the 
nurses’ residences and could sit as they pleased and wear 
what they chose. They were. impressed with the leader’s 
promise to refrain from discussing any specific girl with the 
faculty and even more impressed with her equally strong 
determination to refrain from carrying any messages to the 
teaching staff from the girls. It is this contract which makes 
it equally impossible to include specific protocols in the report. 
The leader promised to try and help them handle any diffi- 
culties they would encounter in their work, but could not 
intercede and handle their problems for them. They also 
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become acquainted with the observer and the observer’s réle. 
Although the girls did not fully understand the implications 
of what they were told, (as a matter of fact, most of this 
material was repeated and reinterpreted in later sessions), 
they seemed to accept the terms of the proposed relationship. 
This was made most clear to them by the leader’s first action, 
which was to leave in their hands the problem of taking attend- 
ance and planning course agenda. 

Leadership Technique.—The leadership technique for the 
group was in general comparable to that of an ordinary 
group therapy session carried out along psychoanalytic lines. 
The girls introduced topics for the discussion, which followed 
lines of free association, while the leader selectively inter- 
preted, clarified, and by carefully worked-out questions 
attempted to keep the discussion from running down too 
anxiety-provoking or unprofitable paths. 

Certain specific and more directive techniques of group 
leadership were instituted to fit the needs of the unique situa- 
tion of adolescent nursing students. At certain stages in the 
discussion, when sexual or moral issues had been examined 
for some time, the leader felt that the girls were requesting 
some guidance regarding future behavior and did not wish, 
in their present state of confusion, merely to work out what 
may have been highly unrealistic fantasies. This was done 
mainly by: describing the cultural patterns of our present- 
day society; interpreting society’s pressures for conformity 
to its pattern and the rationality behind such pressures; and, 
without censure, indicating to the girls both the results of 
rebelling against and the needs for society’s authority. The 
leader hoped to arouse in the girls no feeling of guilt regard- 
ing past or future behavior, but rather to increase their 
awareness of the need for careful, unemotional, and controlled 
decisions before embarking on atypical behavior. It does 
seem that a leader of adolescents must not only help them 
clarify and understand their own problems, but must also 
provide them with standards and information which will help 
them solve many of these problems and chart their course of 


future behavior. 


A more familiar technique for dispersing information to ~ 


the girls was that of réle-playing. Some specific information 
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or learning can be gotten across to the student not by telling, 
but by their doing. Réle-playing, which can handle such 
specific information as how one answers the signal light on 
the ward, or what one says when a patient complains that 
the student is only a ‘‘probie,’’ allows the student to assimi- 
late and internalize such material more easily because she 
has been highly involved in the learning situation. We 
already know that greater involvement in material to be 
learned results in easier and greater retension of such 
material. 

Another attempt to create this involvement, as well as 
orient the girls to the Seminar, was the informal experiment 
begun at the first session. Each member of the group was 
asked to write down what she expected to get from the course 
and place the paper in a sealed envelope, which she then 
marked so she would recognize it in the future. At the final 
session the girls wrote down their impressions of what they 
gained from the Seminar and, finding their own envelopes, 
checked their fina] with their original impressions. The two 
papers were clipped together and handed to the leader, 
although they still remained anonymous. Since all groups 
requested their envelopes at the last session, one can assume 
that some involvement in the evaluation of the Seminar was 
aroused. 

Another departure from the orthodox group-work tech- 
nique was our decision to make the group compulsory. It 
was felt that ignorance of need, and pressure of other work 
would eliminate too many of the group if their attendance 
was not required. Halfway through the course of sessions, 
however, there was an unwritten acceptance by both leader 
and group that attendance was no longer compulsory, but 
absences were very rare and usually occasioned by sickness. 
At the end of the Seminar, the girls unanimously agreed that 
future groups be compulsory for about six meetings, so that 
the ‘‘kids wouldn’t quit until they knew what it was really 
all about.”’ 

Group Process——Three of the four groups immediately 
decided they would not set up an agenda, but would rather 
talk about what seemed to be interesting at the time. The 
fourth group set itself up an agenda, which they never men- 
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tioned after the first meeting. Surprisingly enough, there was 
usually agreement between all four groups as to procedure 
and process. To be sure, each group had its own unique 
personality and problems, and discussed a number of unique 
topics. Still, the majority of topics were common to all and 
their appearance tended to coincide from week to week so that 
we had a parallel group process in all groups which permitted 
us to discuss the groups as a unit. Another factor that 
mediated for the similarities of the groups was the constant 
communication between the girls. Although the students said 
the members of the four groups did not exchange information, 
it was quite apparent that some sort of information was filter- 
ing through the class. For example, one problem was handled 
in only one group, yet a girl from another group with a similar 
problem sincerely believed she had handled the difficulty in 
her group and felt much better because of it. It is possible to 
believe that positive awarenesses and heightened sensitivities 
which started in one group spread out in ever-widening 
divergent waves as the girls hit the current of their everyday 
life together. Because of this, it was difficult to find the 
meaningful sequence of topics from session to session for any 
particular group, which is usually apparent in a therapeutic 
process. Nevertheless, the expected phases of group process 
(i.e. establishing relationships; testing the limits; working 
through hostility, then affection, etc.) were to be seen. With 
adolescents, these stages overlapped considerably more than 
usual and their periods of hostility and affection fluctuated 
with almost frightening rapidity. 

The groups passed through the initial stages of developing 
a relationship with the leader and of testing the limits and 
powers of her leadership réle. This period included as topics 
of conversation the situational factors of studies and worry 
about flunking out; lack of quiet in the dormitory; worry 
about making mistakes on the wards; feelings of lonesomeness 
and homesickness; and an at-first-hesitant then bolder criti- 
cism of the faculty. Invariably, however, a critical comment 
about someone was followed by a positive one. At this time, 
there was presented a flood of individual problems, some of 
them superficial, some reflecting deeper conflicts. This indi- 
cated a need, as well as a desire, to test the leader’s ability and 
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to discover her method of operation. It was evident that the 
girls did not really want nor really expect severe problems to 
be handled. 

Very soon the periods of hostility and affection within the 
group and towards the leader began to appear as a continual 
process throughout the group sessions; a new cycle occurring 
with each new emotionally laden problem. Hostility towards 
the leader was frequently demonstrated by turning towards 
the observer for leadership. Around the third and fourth 
week many of the girls would approach the leader at the end 
of the session to discuss their problems individually, but when 
all such discussions were gently referred back to the group 
this practice soon ceased. 

Gradually the pressure of their new adventures on the 
wards, as well as the stimulus from practising nursing pro- 
cedures (i.e. mainly bed baths) on each other, led to careful 
exploration of sexual topics and requests for sexual informa- 
tion. At this point, the leader’s main task was to help the 
girls understand and evaluate a little more realistically the 
nature of the stimuli they were receiving and thus lower the 
tension and anxiety attendant on such stimuli. The universal 
worry about behavior on the ward, relationship to patients, 
etc. was taken up, and in one group actual practice of ways of 
relating to a patient through role-playing was extremely 
effective. 

During this time, we also worked on problems of death and 
separation, best age for marriage, need for free time, relative 
merit of nursing education vs. college, dreams, discipline by 
students of other students, and worry about lack of good 
marks and drop-out of students. By now the girls seemed 
more able to analyze the meaning and causal factors behind 
their ‘‘gripes’’ against both the school and the faculty. 

At the halfway mark the girls were told of the meeting 
which the faculty was to have with the group leader. This 
resulted in an avoidance of hospital topics for the time being. 
They discussed instead purely psychological topics such as: 
suicides and their own psychosomatic complaints; expressed 
a need for reassurance as to their own normality; and con- 
tinued their interest in discussing their wider social orbit, 
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(i.e. the family, the United States, etc.), and the rdéle of 
women in this orbit. 

The final phase of the groups was roughly a return to the 
problems of sex information and the development of sexual 
mores, family and sibling relationships, and purely individual 
problems. They also reviewed their feelings of depression, 
and worry about the pressures of grades and ward experience. 
All these topics were handled on a deeper, more meaningful 
level than they had been originally. For example, they now 
related their psychosomatic complaints to the difficulties of 
adjustment to the nursing program, or recognized that some 
of their anxieties about home situations were really reflections 
of their feeling of jealousy towards siblings. One could ex- 
pect that an extension of the group sessions would result in 
still further repetition of these topics which each time would 
be handled at a deeper level. 

The final meeting was taken up by four main problems; 
first, the need to handle emotionally laden nursing procedure 
of giving enemas; second, the attempt to work through the 
feelings of dependence on the leader, which had arisen in the 
course of the groups; third, the accompanying attempt to work 
through the anxieties and feelings of loss, resulting from 
the separation of the groups from their leader. (In this 
latter connection, it was necessary for the girls to preserve 
the leader as an individual even though she was removed 
from their environment, consequently there was much ques- 
tioning about her personal life). The fourth problem was 
another attempt to discuss the interpersonal relations of the 
group. This latter had become evident at about the eighth or 
ninth meeting, but the leader did not fully develop this process 
as she felt there was not enough time to handle the problem 
adequately. It seemed better to handle superficially the situa- 
tions which were brought up in the groups, than to start a 
process which could not be controlled during the life of the 
group and might bring about serious and disturbing inter- 
group conflicts. Although this decision and the reasons for 
it were interpreted to the girls, they found it difficult to 
accept. Future groups with a longer series of sessions may 
handle the problem of intergroup relations more satisfac- 
torily, or this insistence of the girls may have been merely 
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the known need of a group to bring up its most serious prob- 
lem at the end of the sessions, when there is no danger of 
having it discussed. 

No one group followed the pattern just described com- 
pletely, and some were even atypical. Throughout the group 
life there was a constant discussion of studies, marks; and 
often dramatic situational stimuli occupied the students’ at- 
tention for the entire group session. These included an inci- 
dent of conflict between a student and teacher, a particularly 
stimulating lecture, a prowler around the dormitories, a 
particular nursing procedure, or the amazing newspaper 
story of the surgical changing of an individual’s sex. 

It was also necessary to be aware of the faculty reaction 
during the course of the sessions. It became more evident 
as groups went on that the promised halfway meeting was 
quite desirable, in order to answer some of the questions that 
the faculty was raising relative to the effect of the groups. 
This meeting included the head of the Human Relations Serv- 
ice, Dr. Erich Lindemann, with whom the leader of the groups 
had had consultations about the more psychiatric aspects of 
the group. The faculty as a whole felt that they were be- 
ginning to see less tension in the students on the wards and 
in the classroom. There were, however, three main problem- 
areas which were discussed. The first and most pressing 
problem was the grades, which were lower than they had been 
in previous years. One of the biggest sources of tension in 
the groups was that of academic pressure. As this problem 
was discussed by the girls over and over again, the tension 
produced by the academic pressure was gradually reduced. 
Therefore we might have expected to see the drive for grades, 
augmented by this tension, also reduced. 

The second area was the faculty’s fear that they were 
being misinterpreted in the groups and that their necessary 
role as authority-figures might be a point of conflict for the 
students when contrasted with the permissive attitude of the 
group leader. Some assurance was given on this point. It 
was reported that in groups of this type the group atmosphere 
holds only for the period and setting of the session, and that 
little transference to the outside world takes place. It was 
pointed out that the student’s request for stringent rules 





HUMAN RELATIONS SEMINAR 419 


showed their need of a counter-action of the permissive atmos- 
phere rather than an extension of it. 

The third area was the faculty’s interest in discussing the 
problems of individual students. This need could not be 
met by the seminar team, as it would violate their original 
contract with the students. Dr. Lindemann who was not a 
member of the team, was able to offer some generalizations 
about individual behavior in stress situations. This meeting 
seemed to relieve the first two concerns of the faculty. 

Tentative Findings Relative to Nursing Education— 
Present evaluation of the Seminar can be only partial, as its 
full effect should be gradually determined throughout the 
three-year program. The changes in the school’s curriculum 
irrespective of the Seminar, such as elimination of com- 
pulsory study hours, may also have had some effect on the 
performance of this year’s class. 

It is possible that the mere presence of such a seminar in 
the curriculum affected the educational atmosphere of the 
entire school. This in turn produced changes in behavior 
which can be only attributed indirectly to the Seminar. 

One of our objectives in instituting the group program was 
to evaluate the nursing program of the first year only, from 
the point of view of individual adjustment. It became evident 
that there were three main areas of stress for girls entering 
a school of nursing. The first was the constant and almost 
overpowering pressure of work and studies. The faculty was 
quite frank to admit that the study requirements are almost 
impossible to fulfill, requiring more than the 24-hour day. The 
group discussion pointed up the depression, anxiety, and 
inferiority feelings which such pressure engendered. It also 
pointed up the equality anxiety-provoking pressure on the 
teachers whose responsibility it was to have the proper in- 
formation disseminated in the time allotted. We became 
aware of the teachers’ frustration in the nursing situation. 
Often their quite understandable attempts to handle such 
frustrations only resulted in further tension and inefficiency 
on the part of the student, thus producing a vicious circle of 
constantly increasing emotional tension for both the teacher 
and student. 

Our experience led us to hope that increased awareness on 
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the part of both student and teacher of the dynamics of this 
vicious circle, might serve to limit its spiralling effect. This 
situation has been well described in ‘‘ Nursing for the Future,”’ 
by Esther Brown, who recognizes as a solution the extension 
of the current three-year program to a four-year university 
program. 

We also learned that there was much pressure put upon 
the girls because of the stage of development which they had 
reached when they began their schooling. Most of the first- 
year students were 17- and 18-year-olds, working through 
adolescent conflicts that were both heightened and relieved 
by their educational program in nursing. The research activi- 
ties of the two group observers, Mrs. Lucy Toma and Miss 
Ann Ross, are focused specifically on this topic, as they are 
working up an analysis of some of the dynamics of the ado- 
lescent as she changes her role to that of a nurse in her first 
year of nursing school. We might say in general, however, 
that the nursing program provides the student with the 
authoritarian structure that she both needs and rebels against. 

For this situation, we would recommend that recognition of 
her need for freedom as well as authority can perhaps lead 
the faculty to extend to the student more privileges in the 
more private aspects of her life as a nurse, while retaining 
the vital restrictions that pertain to her réle in nurse-patient 
relationship. For example, the school’s relaxation of study 
hours and the institution of free weekends seems to be a step 
in this direction. If one cannot handle the responsibility for 
oneself, how can one feel comfortable being responsible for 
another individual’s life? 

The students’ appreciation of the experience in governing 
themselves is noted in a conversation which took place between 
some of the students and an instructor. They said that while 
they had wanted more rules when they first entered the school, 
some of them now realized the value of working things out for 
themselves, as long as there was someone available who would 
help interpret new situations. Later, when the students were 
conferring with the Director, and commenting on the conflict 
they sometimes experienced between home responsibilities 
and the demands of the school program, they admitted it was 
better for them to make their own decisions about these con- 
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flicts than to have the faculty set up rules regarding the use 
of out-of-class time. 

It became evident in the group discussions that students 
of nursing are provided with an ideal image or role model 
with whom they may identify in the persons of the graduate 
nurses of the faculty, whom they sometimes endow with 
magical properties. One knows the relationship of teacher 
to student can be of most positive value in helping the ado- 
lescent become a mature and well adjusted adult. In learning 
to be a nurse, a girl requires both a moral as well as an in- 
tellectual education. At the same time, the ethics of the 
nursing profession are stringent and demanding, but accept- 
able to the ‘‘dedicated adolescent.’’ 

Our findings would indicate, therefore, that both student 
and instructor should recognize and accept the fact that the 
instructor is responsible for developing an individual who 
not only knows nursing procedures but also conducts herself 
so as to be a credit to her profession. It is for this reason 
that we believe close communication between faculty and 
student must be maintained. It became evident that the 
students required conferences with various faculty members 
while the Seminar was in progress to provide the communica- 
tion suggested above, as well as to balance the permissivity 
of the groups by direct contact with an authority-figure who 
represented the ideal réle image. For example, at the request 
of the students, a conference was held with the Director. There 
was a general review of the problem of the noise made by 
some students when quiet hours were supposed to be in effect. 
The majority of the group finally made the frank statement 
that they wished that the faculty or the Director would lay 
down and enforce some exact rules. Continued discussion 
pointed up that self-government was both a right and a 
responsibility of the individual. The students decided that 
such conferences should accompany any future Seminar, as it 
provided them with an opportunity to make practical applica- 
tions of some of the principles of self-government. 

We further learned that the student nurse faces sexual 
problems peculiar to her profession. One feature of the ado- 
lescent personality is the striving to work through success- 
fully both the homosexual and the heterosexual conflicts. The 
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classroom techniques in nursing procedures which require 
intimate handling of personal friends, as well as the intro- 
duction to patient-care, provide the student with many ex- 
periences of a sexual nature not usually available to most 
adolescents. These experiences are both shocking and pro- 
vocative, and place an added strain on individuals already 
struggling to control inner impulses. In many cases, however, 
the opportunity to obtain information and satisfy sexual 
curiosity in a socially acceptable manner may be advantageous. 

At the present time, therefore, no definite recommendations 
can be made other than to note the probable need for a careful 
analysis of the teaching methods relating to sexually stimulat- 
ing situations. Once again, the increasing awareness of the 
nature of the stress of these sexual stimuli by both student 
and teacher might help alleviate the anxiety which these 
experiences create and diminish the fantasy productions 
attendant upon such experiences. 

In an effort to measure understandings which may have 
developed as a result of the Seminar, we administered to the 
second-year students the mental hygiene test, reported by 
Miss Helen Nahm in the monograph, ‘‘An Evaluation of 
Selected Schools of Nursing.’’ Plans call for administration 
of the same test to the present first-year students when they 
reach the same stage in their program. Thus the two classes 
can be compared in a quantitative manner. 

More specific suggestions in regard to individual courses, 
living conditions, Student Council activities, recreational 
facilities, and evaluation of the relationship of behavior in 
classroom to behavior on the wards were elieited from the 
group protocols, but need not be reported in detail here. 

Student Evaluation of the Seminar.—This evaluation was 
obtained from two sources, a class conference at the end of the 
seminar and the individually written, anonymous analysis 
of the seminar written at the last session. The conference 
was held at the end of the Seminar, with all of the students 
and the Director present. Its purpose was to provide a 
smooth transition to the subsequent course in Professional 
Adjustments and to evaluate the Seminar. The conference 
produced the following list of benefits, attributed to the group 
work. 
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1. It helped them to get acquainted. 

2. They obtained a better understanding of people. 

3. They developed a tolerance of others. 

4, They had an opportunity to blow off steam. 

5. They learned to look at their problems with more atten- 
tion to the facts and less attention to their emotions. 

6. The students said that the Seminar was a ‘‘free joint- 
problem-solving pool.’’ (t.e., a place where the student felt 
free to bring up any problem and have the whole group help 
her work on it). 

7. The Seminar gave them an opportunity to express their 
own individuality. 

8. They gained information. 


Analysis of the written evaluation showed much overlap 
with the conference evaluation. However, since the former 
was anonymous, much more subjective material was obtained. 
Apparently the greatest gain came in the greater understand- 
ing of others and understanding of self. This resulted in 
better acceptance of patients and their problems, (7.e., death) 
as well as a more rapid and more comfortable development 
of friendship patterns among the girls. Not only were they 
able to relate more satisfactorily to other students, but some 
of them obtained help in understanding their families, and 
also most of them expressed an increased ease in their rela- 
tionships which were based on sexual needs. 

Another important gain was the catharsis which the groups 
encouraged. Not only were feelings of anger, fear, frustra- 
tion, ete. expressed but also the groups provided an atmos- 
phere of relaxation. It seemed to some like a place of shelter 
from emotional storms. 

The fourth benefit noted was the actual assimilation of 
certain factual material such as sex information, normal de- 
velopment, anthropological data, ete. 

The fifth thing they mentioned was a factor common to most 
group experiences, that of realizing that one is not the only 
individual who has problems. This is of particular import- 
ance to the adolescent who worries so much about being unique 
and different. 

The girls also felt that they were able to look more real- 
istically at their problems, which then shrank to manageable 
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size. This experience provided them with the techniques for 
handling problems which they might face in the future. 

As a result of these gains, the girls felt that not only had 
their performance improved in the clinical situation, but some 
of them who might have withdrawn had been encouraged to 
remain in the school. 

In addition, some of the girls mentioned increased aware- 
ness of the importance of group process and the satisfaction 
they had derived from their relationship to the leader. 

Faculty Evaluation of the Seminar.—The original difficulty 
of handling specific problems of individual students remained 
unsolved and was a continual source of anxiety. 

Without exception, the faculty felt that the Human Rela- 
tions Service could not appreciate the specific and exact situa- 
tions which the instructors faced, and that if future seminars 
were planned that there should be much freer sharing by the 
Human Relations Staff of information about the behavior and 
problems of adolescents. 

These observations are to be expected when one considers 
the divergence in thinking between psychological consultant 
and those on the service staff, which is under so much pressure 
to get the job done that it is not in a position at first to fully 
develop its awareness of the emotional factors in nursing 
situations. ; 

All those concerned with the Seminar agreed that in the 
future some type of group experience must be provided for 
the faculty as well as the students, so that the former should 
receive some support as well as information in the handling 
of adolescent problems. 

In addition, the faculty felt that the strong group-feeling 
engendered by the Seminar produced almost too great a reduc- 
tion in competition, with a resulting lack of drive for improv- 
ing grades. This feeling of the faculty is best expressed in 
the written evaluation of one of its members who felt it is all 
right to say that we prefer a mediocre, relaxed student to a 
high-ranking, tense student, but wondered what should be done 
for the student who changed from a tense, barely passing 
student, to a relaxed-failing one? In contrast to previous 
classes, a rather casual air in corridors and offices near the 
classroom was noted, and reminders that others needed 
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reasonable quiet in order to work seemed somewhat ineffectual. 

Despite their honest expression of skepticism regarding 
parts of the group program, the faculty without exception 
retained their positive approach to the course and recom- 
mended that the experience be repeated. 

Tangible Results of the Program.—The original need for 
the program arose from the desire to see what could be done 
about the high withdrawal rate and other signs of student 
unrest. We now have both objective and subjective evidence 
of the efficacy of the Seminar in this respect. 

The withdrawal rate for the first six months was reduced to 
6 per cent, in contrast to the three preceding years when the 
withdrawal rate for the first six months ranged from 24 per 
cent to 17 per cent. Of the 51 students who entered the school 
in September, 1952, 47 remained in March; two having left 
the school to be married, one transferred to another school, 
and only one withdrew because she did not meet the school 
requirements. The faculty agreed that in this particular case 
the girl made a wise decision. It was recognized that this 
reduction in the number of withdrawals was due to some 
extent to the effect that the Seminar had on the students. 
However, several members of the faculty felt that some stu- 
dents were probably retained (who in previous years might 
have been advised to withdraw) in order to see what happened 
in the second term when clinical experience was increased and 
when the beneficial processes started by the Seminar might 
become more effective. 

As we have noted, the question of grades remained a trouble- 
some problem throughout the life of the Seminar. In previous 
classes, grades received in almost all courses tended to be 
scattered from very low to very high. This was noted in 
teacher-constructed tests and in standardized achievement 
tests developed by the department of measurement and guid- 
ance of the National League for Nursing. Towards the end 
of the first term in previous classes, there were fewer low 
grades and a corresponding increase in the number of students 
who were achieving at a higher level. In contrast, in this class 
the grades on teacher-constructed tests showed a pronounced 
tendency to clump at a somewhat lower level than was con- 
sidered satisfactory. This class, however, had a higher per- 
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centile ranks in the League chemistry test than did any other 
class, but it is difficult for us to explain satisfactorily why this 
was so. The other League tests did not produce like results. 

Specific evidence of improvement in the adjustment to the 
ward situation came from head nurses, who had been told of 
the program, but had limited orientation to its process and 
possible outcomes. After the students had been in the clinical 
situation for a few weeks, several head nurses made it a point 
to tell instructors that the students seemed to be adjusting re- 
markably well to the ward and to patients. There seemed to 
be a pronounced decrease in tension and an ease of relation- 
ships with patients and other ward personnel. As these re- 
marks were unsolicited, the instructors felt a bona fide 
behavior change must have taken place. Instructors them- 
selves noted that there seemed to be less embarrassment about 
excreta, and a quicker return to usual behavior when a death 
occurred on a ward where students were assigned. In previ- 
ous years, there had been frequent comments about the de- 
pressing effect of caring for elderly patients. There were 
fewer comments of this nature in regular classes, and as we 
have seen, old age and death were discussed in the Seminar 
group meetings. 

We also noted improvement in the classroom situation. As 
previously mentioned, emotional outbursts expressed by weep- 
ing had been noted to some extent in other classes. There 
seemed to be an observable reduction in this, and fewer student 
expressions of anxiety to the instructors. 

One of the piquant questions during the course of the Semi- 
nar was the réle which the Seminar staff would occupy for the 
students. Would the staff become such an integral part of 
the students’ lives that faculty-student relationships would 
suffer and would the eventual separation of the students from 
the Seminar staff be hard? 

We have already noted that there was a modified grief re- 
action in evidence at the last session of the Seminar. How- 
ever, in a comparatively short time it has become apparent 
that the girls have accepted the separation and have com- 
pletely closed it off from the rest of their lives. On occasions 
when the students meet Human Relations staff members, there 
is a friendly short greeting, but no effort is made to establish 
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a closer relationship, in fact one gets the feeling that such a 
relationship is not welcome. 

This is a desirable reaction. For group work to be thera- 
peutically sound, a relationship should be developed which is 
valuable in assisting the individual to handle his own emotional 
needs, but allows him to separate this experience from his 
ordinary life. 

Correspondingly, it soon became apparent after Seminar 
that student-faculty relationship followed the usual pattern 
established by other classes. 

Psychiatric Findings and Evaluation of the Seminar.— 
First, our experience leads us to believe that an adolescent 
group differs in a number of ways from an adult group and 
requires somewhat different group techniques. The sudden 
swings of mood, and the rapidity of the approach to the heart 
of a problem with the equally quick withdrawal requires an 
unusual flexibility in leadership pattern plus a willingness to 
abandon a topic at what seems to be the most opportune time 
for reaching its core. The need for guidance as well as free- 
dom of expression seems unique for this age group and 
demands from the leader more direct giving of advice and 
information than is usual in a group of this nature. 

As the seminar continued, it became apparent that some of 
the girls were working with problems for which they required 
individual help. Only one of these girls has actually sought 
such help, although the seminar has not been over long enough 
to provide a fair test of its efficiency in providing the hoped-for 
channel for such girls to obtain individual therapy. 

The diagnostic quality of the group may prove valuable in 
obtaining a clearer picture of what at this point is only a 
pattern of shadowy lines; a pattern which gradually emerges 
as we inspect the group protocols. This pattern is of a type 
of girl who turns towards nursing as a situation most con- 
genial to her dynamic needs. This type of girl seems relatively 
mature in many respects—but mainly in her assumption of the 
feminine nurturant réle. She tends to be the girl who has, 
before her entrance into nursing school, been the ‘‘little 
mother’’ of the family. Whether she has been the only 
daughter, or the eldest of a large family, this girl is the one 
who has tended to take over mother’s burdens and be the 
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second ranking mother in the house. She is not necessarily 
the favorite, in fact often envisions herself in the martyr réle, 
but she is the one who feels sometimes as much as the mother 
the cares and responsibilities of the household. A number 
of these girls carry with them into school the burdens of their 
families and worry how their families can get along without 
them. It seems that these girls are identified but are in con- 
flict with their mothers, and find the nursing role, with its 
status, power, and nurturing functions, a socially acceptable 
way of sublimating their need to take over mother’s place. 

Frequently the sibling rivalry conflict becomes a feature of 
this pattern. Our student will tend to feel that another, usually 
a girl, does all the taking in the family and ‘‘gets away with 
murder’’ while she is the drudge. There may be other per- 
sonality structures even less evident than the one spelled out 
above. If all of these could be carefully watched so as to 
determine more exactly which personality types appear, and 
how well each adjusts to the nursing curriculum, we would 
have another criteria for judging applications to nursing 
schools. 

When we came to analyze the group protocols, in an attempt 
to determine how the results reported in the previous three 
sections of this paper were produced, the following dynamic 
processes appear to predominate: 

A. The most important was the control and handling of 
student tension which, as we have seen, instead of expanding 
out of all proportion in respect to a provocative situation was 
reduced by having this situation examined calmly and jointly, 
and given its proper place and value in the world of reality. 
Not only did the groups provide the girls with a highly 
cathartic experience, in itself a tension-reduction process, but 
the group process also allowed them to ‘‘gripe with a pur- 
pose,’’ that purpose being the more realistic evaluation of the 
gripe and the resultant increase in ability to wrestle with 
the problem. 

In addition, certain specific learning techniques, such as 
role-playing, provided the student with information and ex- 
perience which gave her more security when she met similar 
situations outside the Seminar. 

Another aspect of this tension-reduction process was the 
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strengthening of peer group feelings. Not only did the girls 
become more comfortable with each other, but also they 
obtained the precious information that they were not alone in 
having a problem—others were struggling with the same 
situation and having much the same feelings of inadequacy 
and anxiety. For some who had unique problems the group 
brought the comfort of its support and assistance, another 
bulwark against the feeling of loneliness. 

One of the important factors in lowering tension was the 
opportunity which the group provided for the girls to discuss 
emotionally laden sexual material with an accepting adult who 
might help them develop the more positive possibilities in their 
environment. The sexual ‘‘bull session,’’ typical of every 
college dormitory, retains an aspect of illicitness completely 
absent from the group sessions. In these sessions where much 
the same material was discussed but in a quite different vein, 
information was exchanged in a permissive, non-punitive 
atmosphere. The leader in no sense condoned aberrant sexual 
behavior, which would actually have terrified most of the girls. 
The leader accepted the possibility of such behavior, but at- 
tempted to outline and help the students develop for them- 
selves a moral code which was consonant with the culture 
pattern and hence comfortable. 

B. The second process was the development of a special 
type of relationship between group leader and student. This 
relationship was the most effective feature of the group, 
regardless of the particular content of the discussion. In the 
strict, relatively authoritarian situation of the nursing school, 
the girls had one person who was completely their own, who 
did not censure or preach, but who was permissive and accept- 
ing and willing to assume a mother réle from time to time. 
For girls just separated from home for the first time, the need 
for a substitute mother to help bridge the gap between old 
and new adjustments was quite real. They used their leader 
as a substitute for the teacher as well as the mother, finding 
it easier and less threatening to act out their feelings of 
aggression and hostility in respect to the leader rather than 
the teacher. For example, irritation at a particular teacher 
was expressed in a general reluctance to work in the groups 
until the source of this reluctance was uncovered. Some of 
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the girls displayed this pattern of behavior much more fre- 
quently than others. 

The student’s need to be allowed to assume some independ- 
ent responsibility was also fulfilled in the groups. They took 
over their own administration and decided what they wanted 
to talk about, for how long, and to what depth. Although the 
leader set up certain usual limits which controlled the dis- 
cussion so that the girls did not increase rather than reduce 
their anxiety, and also protected any individual from what 
may have been damaging attacks by the group, the range of 
freedom of action for the students was much wider than for 
any other course in the curriculum. Not only did the group 
allow the students to balance an essentially rigid and struc- 
tured situation with a permissive, unstructured situation but 
it also provided them with a much needed opportunity to be 
individuals and remain unique in a social system which 
stressed uniformity and conformity to a strict standard. 

C. The third important process of the group was the 
increasing awareness of the various personal factors involved 
in many of the problems which they brought to the group. 
By the end of the sessions the girls seemed to have developed 
a new attitude towards conflict situations. A better knowledge 
of themselves and heightened insight into the needs of others 
led them to examine the causal factors of problem situations 
rather than the unfortunate symptoms. Although many of 
their problems in the hospital were not solved, many others 
were, and in doing so the girls developed new tools for hand- 
ling future problems that they might face in human relations. 

It is still too early to evaluate this latter learning pattern. 
The groups may have only been supportive; that is, helpful 
only as long as Seminar was being held. They may however 
have been truly educational, providing the girls with human 
relations skills which would help them through the rest of 
their career. 


SuMMARY 


The above is a report of an experiment in nursing educa- 
tion conducted at Newton-Wellesley Hospital School of Nurs- 
ing by members of the staff of the Human Relations Service 
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of Wellesley. The experiment was the result of a felt need 
of the school to handle a high withdrawal rate and the emo- 
tional tensions of the students. The program of group work 
which was developed in the conferences between the two 
institutions involved, also coincided with, the service and 
research interests of the Human Relations Service. It was 
decided to institute a seminar in human relations for the 
first-year students which would begin the second week of the 
school year and would continue for twelve weeks. The 
expressed aims of the project as outlined to the students were: 
(a) To learn to understand others by understanding of self. 


(b) To handle the common, ‘‘garden-variety’’ type of problem which 
occurs in a nursing school, before such problems get to be unmanage- 


able. 
(ec) To provide the means by which those girls with severe personal 
problems could recognize these problems and obtain individual aid 


in controlling them, 


The Seminar which hoped to produce these results was con- 
ducted as an educational as well as therapeutic group. The 
leader was psychiatrically oriented, but standard group- 
therapy technique was varied to fit the needs of the adolescent 
age group. 

Evaluation of the program was based on the student’s 
impressions of Seminar, faculty interpretations and reactions, 
the psychologist’s dynamic analysis of the meetings, and the 
more objective observable results which took place on the 
wards and in the classroom. 

In general, it was agreed that emotional tensions of the 
students had been reduced and the withdrawal rate was 
obviously lower. In addition, the expressed aims of the proj- 
ect were also in part successful, although there still remain 
some problems which have not yet received either group or 
individual attention. : 

In addition, the work that was done with this first-year 
class high-lighted several facets of the nursing role and train- 
ing program which would be accessible for fruitful research. 
Plans for such research are now in progress. 

All who were concerned with the Seminar agreed that it 


1 The experiment took place in the fall of 1952. Continuing work in this field 
is being subsidized by a grant from the NIMH. 
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had specific values for the class and that it should be repeated 
with other classes for further development and evaluation.' 
It is also possible that such a technique might, with studied 
refinement, provide a partial answer to one of the most per- 
plexing questions now being investigated by many researchers 
in the field of nursing education, namely the problem of pro- 
ducing a greater number of well-adjusted woman who will be 
able to function successfully as professional nurses. 


1 An article incorporating in less detailed form a report of a second year’s work 
is expected to appear in The Modern Hospital, July, 1955. 





SOME OF THE MENTAL HEALTH 
ASPECTS OF MENTAL DEFICIENCY * 


ARTHUR F. ALFORD, M.D. 
Senior Medical Officer, Ministry of Education, London, England 


HIS paper is a brief attempt to focus attention on some 

of the factors which have a bearing on the mental welfare 
of children suffering from mental deficiency. Mental deficiency 
is not defined in the same way in all countries. In England 
and Wales, since the Education Act of 1944, the term refers 
only to those children who, by reason of a mental disability, 
cannot be educated in schools. Those of a rather higher level 
of intelligence, who can be educated in schools but need some 
special help, are classified as educationally sub-normal, and 
it is this group with which this paper is solely concerned. 

If the results from mental deficiency are dealt with aright 
during childhood, it is much less of a problem in adult life. 
I therefore propose to say something about the wrong and 
the right attitudes towards these children; and then to follow 
them from birth through home life and schooling to the time 
when they enter employment, discussing at each stage their 
needs and how these can be met by the people in close contact 
with them. 

Mental deficiency is not an illness or a disorder of mind 
but rather an arrested or incomplete development of brain, 
usually from birth, leading to a diminution of intellectual 
powers relative to the chronological age. This innate dis- 
ability, manifest by intellectual retardation of varying degrees, 
has certain aspects which have direct bearing on good mental 
health. If good mental health can be nurtured in childhood, 
then it is likely to continue into adult life with social accept- 
ance and promise within prescribed limitations. 

It is a very regrettable fact that children who are born 
with a deficiency of mental powers and who, therefore, are 
mentally defective receive less sympathy and understanding 

* Presented at the Fifth International Congress on Mental Health, Toronto, 


Canada, August, 1954. 
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than children who are physically handicapped. Those who 
suffer from a disability which can be seen usually receive 
warm-hearted pity, even though the nature of the handicap 
may not be fully appreciated or understood. But those who 
suffer from a mental retardation rather tend to raise in the 
public mind a sense of repulsion and even an emotional dis- 
like. This attitude is due, primarily, to a lack of knowledge 
about these children, as regards both the genesis of their 
retardation and its effect on their intellectual and emotional 
well-being. The possibilities of the child developing such 
powers as he has and becoming a useful citizen are ignored. 
This present attitude of so many is greatly to be deplored. 
For if mental defectives are not received naturally and with- 
out bias in the community, but are shunned or treated as 
outcasts, their mental health suffers, leading frequently to 
introspective emotional disturbance or to aggressive anti- 
social behavior. 

Parents’ attitudes towards their defective offspring may 
leave even more to be desired. The parent-child relationship 
should be the same as in normal families, and yet so often— 
particularly where the parents are intelligent—the relation- 
ship is clouded by a deep sense of guilt because parents 
imagine that the handicap is their fault or that they are being 
punished for past misdeeds. This sense of guilt is chiefly 
based on lack of knowledge of the possible causes of mental 
deficiency. 

Thirty or forty years ago mental deficiency was thought 
to be caused entirely by heredity; if a child was mentally 
defective it was taken as a sign that his parents—or their 
parents before them—were defective too. Since those days, 
however, it has become abundantly clear that, though heredity 
remains a prime factor, there are other causes which produce 
subnormality. In families of unimpeachable heritage men- 
tally defective children are found. Indeed, in most gatherings 
of professional and intelligent people there is likely to be at 
least one family containing a mentally sub-normal child. Proof 
of causation still evades us. Certain post-natal illnesses, such 
as meningitis, and accidents are readily accepted as causes. 
But many theories have been advanced which implicate, among 
other things, endocrine deviations or bio-chemical reactions 
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m utero, the Rhesus factor, and partial asphyxia and cerebral 
damage during birth. None of these theories would, however, 
explain more than a small fraction of these undeterminable 
cases. Nevertheless, it does bring consolation to parents and 
remove their sense of guilt to know that their child may be 
as he is through causes other than heredity. 

But even if this sense of guilt is lessened or removed, par- 
ents find it difficult to accept a defective child in the family. 
The less intelligent parents frequently may not acknowledge 
the presence of the disability at all. It is not easy, even for 
intelligent parents, to visualize that a child can have a world 
which is different in any way from their own, that his perspec- 
tive and outlook cannot be the same as theirs, and that the 
future does not hold a cure for an innate mental disability. 
They do not realize that the lower the intelligence the greater 
the shrinkage of the child’s world until, in the lowest grades, 
the world is the child’s immediate environment, the part of 
a room or garden in which he happens to be at that moment. 
They are unwilling, subconsciously, if not consciously, to 
accept that a defect of mind remains throughout life. Thus, 
false hopes are aroused which, when they are dashed, lead 
to resentment and even despair. 

Such feelings, and the sense of guilt as well, can create a 
vicious circle. An unnatural barrier is set up between parent 
and child, which not only prevents a mother experiencing the 
full joy of motherhood but may also prevent her showing any 
of the love she feels for her child. This can have a disastrous 
effect on the emotional development and well-being of the 
child, whose reaction, in turn, may loosen the bonds of mother 
love to such an extent as to bring about partial or even 
complete rejection of the child. 

The point to be driven home to the public at large, as well 
as to parents, is that every child who is handicapped either 
in mind or body should be looked upon not as a defective, 
but as a normal child with a deviation from normality in 
one particular respect. This positive approach tends to focus 
attention on potentialities instead of imperfections. 

When a child is born who is obviously mentally defective, 
what should be said to the parents? The parents are keyed 
up physiologically and emotionally, and such a child is a bitter 
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anticlimax to their hopes and expectations. It is not right to 
leave them in a state of ignorance for long, since the sooner 
they realize their misfortune the better they will be able to 
cope with the problem. If such knowledge is withheld too 
long, often more harm to mental health is caused subsequently 
both to the child as well as the parents, improvement of which 
is much more difficult to attain at a later stage. Experience 
has proved this over and over again. But the information 
must be given judiciously, tenderly, and with much sym- 
pathetic understanding and patience. There is more than one 
way of saying the same things; care must be taken to use 
the way which will help the individual most to accept what 
has happened and to make the best of it. 

Later on, if the parents have a sense of guilt or despair 
and a vicious circle is set up, it may be broken through the 
family doctor or any other person who is able to approach 
the problem with wisdom, understanding, and sympathy. He 
can help the parents to face reality by explaining what they 
feel as simply as possible; by being willing to listen and by 
answering their questions, however indefinite and vague. 
Once the agitation of the parents’ minds has been calmed by 
the acceptance of the situation, their mental health improves 
and that at once has a favorable effect on their child. 

The variability of intellectual deficiency is infinite. But 
whatever the intellectual level, the aim must always be to 
nurture and develop to the fullest extent in early life the 
intelligence there is, so as to enable a child to live a life to 
the extent of his powers and to equip him to take his place, 
however lowly, in the world around him, and to make him 
acceptable to his fellow men. 

If an attempt is made to drive a child too far, he will feel 
frustrated by his failure and may well sink below the level 
he could otherwise comfortably reach. If a child is not 
stretched adequately, then he will stagnate and lose his self- 
esteem and respect. A child who lives fully up to his intel- 
lectual capacity has also gone a considerable way toward the 
contentment and happiness which are the foundation of mental 
health. 

Furthermore, the retarded child must have within him a 
sense of self-respect, if his mental health is to flourish. Many 
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components, acting in unison, help to instill this self-respect. 
Uninhibited mother-love and good family relationships, full 
development of intellectual powers leading to achievements 
both in thought and action, fostering of independence, belief 
in and realization of innate abilities, and, above all, acceptance 
by others—all exert a tremendous influence on the growth of 
self-respect. Due to the degree of mental deficiency, this may 
appear of little consequence to others, but to the child it is 
vital and extremely satisfying. It is not brought about by 
development suddenly or by concrete effort on the part of 
others. It waxes imperceptibly as the early years pass, chiefly 
through the external influences and guidance of others, until 
self-respect prevails. Then lies ahead a life full of promise. 

A child can be helped to develop his mental powers to their 
fullest extent if he is given the right education and training. 
For this, it is essential to have a sound knowledge of the 
diverse combinations of attributes and of the variations of 
mental processes in the intellectual make-up of mentally 
retarded children. This knowledge can only be acquired by 
experience, based initially on a profound understanding of 
normal children and of the very wide limits of normality. 
For until this has been done, the significance of deviations 
from normality can neither be fully appreciated nor assessed. 
Because each child is an individual, there are no easy rules 
which govern the understanding of these retarded children. 
Every one must be considered as a separate entity, and his 
needs met in such a way as to encourage the promotion of 
his good mental health. 

Although a mentally retarded child will in intelligence be 
well below the average for normal children of the same age, 
he will have some mental qualities which range themselves 
above or below his general level. What counts is that he has 
some qualities above his average; the general average does 
not matter. Further, it is essential to remember that these 
children do not all possess the same characteristics. Not only 
do they differ in intelligence, but at each level they also differ 
in temperament, emotional stability and, above all, in up- 
bringing and home background. The results of these differ- 
ences show themselves in uneven development. They do not 
have poor memories for everything; they remember well only 





438 MENTAL HYGIENE 


that which they comprehend or which has taken their fancy. 
They may be able to repeat with ease simple poems or hymns, 
but be unable to recall anything of a lesson which was over 
their heads. They can often concentrate well on something 
which interests them and yet be scatterbrained where academic 
subjects are concerned. Sometimes, where written work is 
not required, they may approach closely to the interests and 
abilities of normal children in, say, handicraft or observation 
of nature, in singing or physical movement. There is scarcely 
one who has not some relatively strong point capable of being 
utilized by a watchful teacher as a basis for wider and more 
fruitful progress. It is seldom that there is complete apathy, 
denying one a starting point on which to build, but the build- 
ing is a highly individual process which cannot take place in 
large groups. If they are to advance, individual methods 
are needed. 

A sense of achievement is of immense importance to these 
children. Every one of us derives great satisfaction from 
the accomplishment of a task, and the more difficult it has 
been the greater will be the satisfaction. In mentally defec- 
tive children, the satisfaction secured through any achieve- 
ment is always profound and it may be out of all proportion 
to the nature of the task. It brings with it, as a natural 
sequence, a sense of mental well-being, the corollary of good 
mental health. On the other hand, nothing is so devastating 
to the mental health of a defective child as to offer him lessons 
which are beyond his powers of comprehension. If these are 
given, frustration, irritability, impatience, and many other 
manifestations of unsatisfied achievement will show them- 
selves. These may be the seeds of emotional disturbances or 
of anti-social behavior later, which every effort should be 
made to prevent. Hence, in the field of education, teachers 
should concentrate from the start on the abilities and apti- 
tudes which are above the child’s average, and should give 
lessons and tasks which are within the child’s compass. This, 
of course, means that the education must be related more to 
the level of intelligence than to chronological age. 

Once action has been taken to secure appropriate education 
for a mentally sub-normal child, results, as a rule, are quickly 
apparent. They are obtained most rapidly where the change 
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in environment is most marked. For example: when a child 
is transferred from an ordinary school with large classes, 
where the teacher has little time for him, to a special school 
which caters for children of his intellectual level in smaller 
groups. The first change is usually in behavior, for most 
teachers realize that without social training there is likely to 
be little progress in the more formal aspects of education. 
They therefore concentrate at first on making the child feel 
secure, on demonstrating that adults are really interested in 
him, and on making it clear that they do not judge him only 
by his success or failure in school work. Children with appal- 
ling histories of destructiveness, delinquency, tempers, aggres- 
siveness, or truancy have settled down quickly under a new 
regime and after the first few weeks have given no trouble 
at all. After an improvement in conduct comes a blossoming 
of the personality, often accompanied by improvement in 
carriage and physique, increased weight and better complex- 
ion. The children become more agreeable to live and work 
with; they settle down with increased self-confidence and self- 
respect to tackle their school work and to use their intelli- 
gence, meagre though it may be, to the best advantage. The 
girls can be taught to appreciate and to develop habits of 
cleanliness and order in the house, while the best learn to do 
some of the duties which fall to the lot of the housewife. 
Boys usually have some instruction in practical work which 
sometimes leads on to a skilled craft, but which, in any case, 
contributes towards the development of general handiness. 
The great justification for this regime is, however, its success 
in making these children more socially acceptable and adapt- 
able. 

The social training of these children is of immense impor- 
tance and of far more significance to them than mere educa- 
tional attainments. The extent to which they are accepted as 
agreeable individuals by and in a community is directly pro- 
portionate to the degree of their social adjustment. A boy 
who is cheerful, willing, and obedient, and yet perhaps unable 
to read or write, will be accepted; whereas another, who can 
do both relatively well, will be shunned or disliked on account 
of his lack of social qualities. This attitude of the community 
has a direct reaction on the mental health of each boy. The 
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former boy feels that he has fulfilled his main ambition of 
being somebody in the eyes of others, thus giving him a sense 
of citizenship and, above all, of usefulness. The latter boy 
has a feeling of failure and frustration, or grievance and 
ill-will against society, all of which breed discontent and 
unhappiness, leading to emotional difficulties and maladjust- 
ment, and perhaps even to delinquency and crime. 

In order to inculcate a sense of good mental health in men- 
tally defective children, several fundamental conditions must 
be fulfilled. The most vital one is that the child must be 
brought to accept good social standards, principles, and cus- 
toms through education and training within a suitable environ- 
ment. Environments shape the individual; everyone can be 
affected by his environment for good or ill. An unsatisfactory 
atmosphere produces an unsatisfactory individual. 

The part that associates and companions play is also of 
much significance. As the mental powers of a child are 
reduced, so are diminished his powers of appreciation of right 
or wrong, or of deciding things for himself. He is easily 
led, he is swayed readily by others, and he is apt to do things 
without realizing their import. He becomes very responsive 
to the influences, for good or evil, of those around him. If 
his associates have low moral principles or delinquent pro- 
pensities, their influence on him is corrupting, and he may 
easily succumb to their wiles and depravities. His own men- 
tal health will suffer sooner or later as a result of discredit 
and disgrace, leading to a declining self-esteem. On the other 
hand, if his companions are honest and of good character he 
will respond just as readily. Through spending his time in 
a good atmosphere, his mental health will profit. Every effort, 
therefore, should be made to ensure that, so far as is possible, 
these children are shielded from unsavoury associates. 

After education or training has ended, employment has a 
direct bearing on the mental well-being of these children. 
They have an urge to be like others, to be able to do things 
and, above all, to have a job which earns them money. Suit- 
able employment is not always easy to obtain, but when it 
is found to fit a young person, his satisfaction is very real, 
and he feels that he has proved his worth, his independence, 
and his usefulness. Lack of intelligence is not by any means 
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a bar to gainful employment. In many of the unskilled and 
semi-skilled occupations of modern life, what counts in obtain- 
ing and retaining a job is not so much specific skill, literacy or 
information, as steadiness, reliability, honesty, and the ability 
to get on well with workmates and the foreman—in fact, 
qualities of character and social development which can be 
acquired even by those of poor intelligence if they are well 
taught and are not discouraged by being forced to attempt 
what is beyond them. Because of their mental deficiency, 
discontent or dissatisfaction about the relative lowliness of 
a job or the poorness of the pay does not arise. He does not 
mind incessant repetition of the same action or activity; it is 
something which has to be done by someone and he can do it. 
But if he is to enjoy his work to the full, others around him 
must be aware of his limitations and must be willing to be 
tolerant, kind, and understanding. 

To sum up, the ultimate aim with these children should 
be to make them happy and contented. The starting point is 
to regard them as normal children with an intellectual devia- 
tion. They can be helped by social training and education to 
live a full life within their limitations, giving them a sense 


of satisfaction, worth, and usefulness. With happiness will 
come mental health, and a child who has good mental health, 
even if he is mentally defective, is an asset to the community 
and therefore to the country. It is a challenge to everyone 
to help all mentally defective children to achieve the mental 
health which is the birthright of every human being. 





MENTAL HYGIENE AND THE PRACTICE 
OF EDUCATIONAL THERAPY IN 
A TUBERCULOSIS HOSPITAL 


ARTHUR D. BRUNDIDGE 
Chief, Educational Therapy, Physical Medicine and Rehabilitation Service, 
Veterans Administration Hospital, Castle Point, New York 
JUDITH TECLAW, M.D. 
Staff Physician, Veterans Administration, Castle Point 


DUCATIONAL Therapy is one of the newer adjuncts in 

the treatment of hospitalized patients. On medical pre- 
scription, it assists the physician by administering educational 
courses to patients to help restore them ‘‘to the fullest mental 
and physical capacity compatible with their abilities and dis- 
abilities.’’* 

As a specialized form of treatment, Educational Therapy 
has had a notable development in the Veterans Administra- 
tion? though it exists in various forms in state, municipal, 
and private hospital rehabilitation programs. 

In the modern concept of medical rehabilitation, the phy- 
sician thinks of himself as the leader of a group of trained 
assistants drawn from the fields of both the medical and social 
sciences. These co-workers contribute to a total evaluation 
and a total treatment of the patient. In this codperative effort, 
the physician and his assistants accept a view that between 
sickness and health there is no sharp distinction. Sickness 
and health are but terms adopted to describe an individual’s 
physical and psychological adjustment to his environment. 
Further, they agree, the physical and psychological adjust- 
ments cannot be separated but are parts of one whole. The 
degree of adjustment which we call health cannot be achieved 
where one type of adjustment has not kept pace with the 

1 See ‘‘Educational Therapy for Patients in V. A. Hospitals,’’ Veterans Ad- 
ministration Technical Bulletin 10 A-116, Washington, 1948. 

2See ‘‘The Veterans Administration Shows the Way,’’ by T. A. C. Rennie. 
MENTAL HYGIENE, Vol, 35, July, 1951. pp. 365-72. 

3See ‘‘Psychiatric Aspects of Rehabilitation’? by T. M. Ling in Physical 
Medicine and Rehabilitation, ed. Basil Kiernander. Springfield: Charles C Thomas, 


1952. p..135. 
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other. Most physicians no longer treat the tuberculous 
patient solely for his pulmonary disease. Nor do they any 
longer attempt single-handedly to attack the multiple prob- 
lems of treatment. 

In this many-sided approach to treatment, the physician 
draws continuously on the social service worker and the 
physical therapist; the librarian and the occupational thera- 
pist; the music therapist and the manual arts therapist; the 
chaplain and the speech therapist; the educational therapist 
and the corrective therapist. He draws upon any combination 
of these adjuncts as they may be available and needed. Hach 
therapy makes its contribution to the concerted effort. In 
general terms, Educational Therapy assists the physician in 
evaluating a patient’s ability to engage in a challenging, 
stimulating, and particularized form of activity for varying 
periods of time without adverse clinical effects. This therapy 
helps to prevent mental regression, provides channels for 
personal growth and motivates the patient for future inde- 
pendence. To facilitate such motivation the Educational 
Therapy activities are usually integrated with vocational 


plans. 
CAsE 1 


R.M., a 56-year-old man, was hospitalized for six years with bilateral 
pulmonary tuberculosis and cavitation, which was arrested by surgery 
and chemotherapy. The patient was referred to Educational Therapy, 
through the ward physician, by the chief of Social Service who felt that 
R.M.’s seriously disabling feelings of inadequacy were in part accounted 
for by his inability to read. As a result of Educational Therapy the 
patient before discharge was able to read the newspaper with some facility. 
Social Service reported at the time of discharge that the patient seemed 
more confident in his attitudes and that he was able to carry out inde- 
pendent plans for post-hospital living arrangements. Previously R.M. 
had been completely dependent and unable to make even minor decisions. 
It was felt by staff members who were in contact with this patient that 
he showed recognizably increased independence at the time of discharge 
as compared to that at the date of admission; and it may be pointed out 
that evaluation of the benefits of Educational Therapy must often be 
made through such evidences of better adjustment. 


Educational Therapy As Mental Hygiene-—One authority ' 


says that ‘‘mental hygiene is an organized attempt to influence 
human adjustment through the application of principles and 


1 See Mental Hygiene and Life by L. Kaplan and D. Baron. New York: Harper 
and Brothers, 1952. p. 4 f. 
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practices which have some scientific verity.’’ He goes on to 
say that two important aspects of mental hygiene are its 
preventwe and therapeutic approaches. 

In the preventive approach, the individual is surrounded 
with influences in his environment that will not only help to 
develop his abilities but help him to become emotionally 
stable and adequate as a person and a member of society. 

In the therapeutic approach, an attempt is made to help the 
individual get over behavioral maladjustments. For in spite 
of the best preventive efforts these will tend to develop. Such 
difficulties must be recognized early and handled promptly. 
They often proceed from feelings of insecurity and lack of 
self-confidence and their treatment may require manipulation 
of the environment. 

These two important approaches of mental hygiene are 
practiced in Educational Therapy—and for that matter in 
all the adjunctive therapies. Educational Therapy provides, 
under medical direction, an environment of purposeful and 
gradually increasing educational activity in academic and 
commercial subjects to help the individual gain self-confidence 
and feelings of adequacy through successful accomplishment. 
This may serve to prevent the progress toward behavioral 
difficulties. 


CASE 2 

When L.V. enrolled with Educational Therapy, his diagnosis was 
chronic pulmonary tuberculosis, minimal; his prognosis was good and 
pneumoperitoneum (injection of air into the abdominal cavity to collapse 
the lung through pressure on the diaphragm) had been started. The 
patient was improving medically, but the same could not be said of other 
aspects of his course of treatment. As the patient looked ahead to his 
emergence from the hospital, he was not happy with his vocational out- 
look. He had had an insecure family and school life and, though he 
wished to go to college, he felt a serious lack of confidence in his ability 
to be successful academically. He undertook his first course of study with 
some fear of the outecme. But as he completed one course and then 
undertook another, he slowly gained in self-confidence. Finally, the 
patient became convinced that he did have scholastic ability and shortly 
after discharge he passed the college board examinations with an excellent 
showing. Later the patient wrote to the therapist: ‘‘I want to thank 
you for all the help you have given me. At times when I became dis- 
gusted enough to forget everything and give up, your words of encourage- 
ment went a long way.’’1 This patient, so seriously handicapped by in- 





1 See ‘‘Some Applications of Educational Therapy in a Tuberculosis Hospital.’’ 
By A. D. Brundidge. Journal of Rehabilitation, Vol. 19, No. 3, pp. 12-15, May- 
June, 1953. 
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security and lack of self-confidence, was helped to a greater development 
of his potentialities. In this case the preventive aspect of Educational 
Therapy predominates. 


In the intimate contact which the therapist has with the 
patient, there is opportunity for the early recognition of be- 
havioral difficulties, and following a full examination and 
evaluation of all factors by the therapist, in collaboration 
with the physician, special technics can contribute their cor- 
rective influence. In the following case, the preventive pro- 
ceeds to the therapeutic by necessity, and the point at which 
one approach gives way to the other would be difficult to 


indicate. 
CasE 3 


C.D., age 22, single, entered the hospital with active pulmonary tubercu- 
losis. His disease was of such severity that streptomycin and a seven-rib 
thoracoplasty (removal of ribs to induce permanent collapse of lung 
tissue) were necessary to éffect control. The patient had been contribut- 
ing to the support of his widowed mother by working in a neighborhood 
grocery store as a clerk. He had not gone beyond the first year of high 
school, and had a poor academic record. Educational Therapy began 
with a high school diploma as a tentative goal. The patient realized his 
serious deficiency in the English skills of spelling, grammar and mechanics, 
and the efforts of the therapist were concentrated in this field. At that 
time, the ward nurse reported that the patient was becoming progressively 
uncodperative, evidencing increased drive, largely directed toward arousing 
discontent among other patients in such matters as food and hospital 
service. In the meantime, as a result of prolonged work with Educa- 
tional Therapy, the patient was able to obtain an equivalency high school 
diploma with somewhat better than average scores. Gradually some of 
C.D.’s drive became directed toward a desire to improve his status by 
going to college. As a next step, a program to include remedial reading 
and several Regents preparatory courses was set up for the patient. 
During the course of the following six months, C.D. devoted himself 
to intensive study and was finally successful in passing the examinations 
for which he was preparing. He obtained so much satisfaction from his 
success that he was heard to say on the day of his discharge: ‘‘ This stay 
in the hospital is the best thing that ever happened to me.’’1 Here, 
Educational Therapy assisted in guiding the patient through his ambiv- 
alence by offering him something to grasp that would have meaning for 
his future security. The less the patient has been allowed to retreat 
during the ‘‘regressive’’ phase of the medical treatment, the more bene- 
ficial will be every form of rehabilitation work that can be done during 
the convalescence. 


Educational Therapy, then, in its use of the preventive and 
therapeutic approaches, is one form of mental hygiene at work. 


1 See Ibid. 
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Treatment Precautions.—It is useful to mention some of 
the things that the educational therapist must remember in 
carrying out these preventwe and therapeutic technics. He 
must first of all see the patient’s point of view. Individuals 
who consider themselves to be healthy, and individuals who 
have accepted the status of illness, perceive reality in quite 
different ways. Circumstances to do with diagnosis and treat- 
ment that may seem trivial to the therapist take on great im- 
portance to the patient and here the therapist must develop 
insight; an insight, incidentally, which can be increased 
through maintenance of a close liaison with the physician. 

Likewise, since it is common for the tuberculous ‘patient to 
build up feelings of rejection from pre-hospitalization experi- 
ences,’ the therapist must relate to the patient in such a way 
that the latter feels he has found acceptance. At the same 
time, the treatment activity must be presented as a matter of 
volition. For if it is presented coercively there will be no 
positive or long-lasting engagement of effort or interest on 
the part of the patient. 

Above all, the therapist must refrain from imposing his own 
anxieties upon the patient. These personal difficulties may be 
reflected in brusqueness or preoccupation. Or the therapist, 
learning that recent clinical tests have indicated a patient’s 
lack of medical progress, may reveal this through oversolicit- 
ousness. 

CasE 4 


T.G., a patient in his early twenties, was admitted to the hospital with 
a far-advanced case which at first reacted slowly to treatment but which 
eventually, through the benefits of chemotherapy and surgery, was suc- 
cessfully arrested. Factors contributing to his maladjustment were found 
to be: a broken home, an unstable and disinterested mother, confusion 
and bitterness resulting from a feeling of being unwanted. This precipi- 
tated a ‘‘what’s-the-use’’ response and an unrealistic attitude toward the 
necessity for remaining in the hospital. As a result of conversations with 
his ward physician, the patient was guided to an appreciation of the 
assistance given by the educational therapists, and by working with the 
latter he completed his high school studies, with college as a further 
objective. Questions on ethical and religious problems which were of 
serious concern to the patient were treated in a sympathetic and under- 
standing fashion by the chaplain. When T.G. was discharged with 
arrangements for continuing studies in college, his case was recognized 
as being an exceptional example of what team-work by the physicians, 





1 See A Psychiatrist Looks at Tuberculosis, by E. Wittkower. London: National 
Association for Prevention of Tuberculosis, 1949. passim. 
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the educational therapists, and the chaplains can accomplish in rehabilita- 
tion. The ward physician felt that Educational Therapy markedly as- 
sisted by providing the patient with interests and incentives which con- 
tributed to his remaining in the hospital for completion of treatment. 


Dynamisms of the Tuberculous.—In an illness like tubercu- 
losis, which requires a long period of treatment, there are 
certain emotional effects which are often noted. These effects 
of course vary, depending partly on the personality of the 
patient and partly on the environment in which he is treated. 

Sick persons have the same dynamisms as well persons 
‘fonly more so.’’* These dynamisms, or ways of meeting 
threatening situations, are heightened by the stress of disease 
and its power to break down defenses both physical and 
psychological. When he is well, the individual manages to 
maintain a balance between outside threat and inner resources 
for meeting that threat. When and if the individual accepts 
the fact that he has succumbed to disease, he unconsciously 
feels that this balance will be upset and he becomes anxious 
at the thought of losing control over his environment. As one 
of the first steps in treatment, the physician must, at times, 
persuade the patient to accept the reality of illness, for some 
patients refuse to allow themselves to believe that they are 
actually ill. In tuberculosis, the disease often ‘‘doesn’t show 
on the outside’’ and subjective symptoms may be minimal, all 
of which supports the illusion. Such non-acceptance of reality 
(Cf. Case 4) frequently leads to irregular discharge from the 
hospital and consequent neglect of treatment. 

However, if the individual does accept the reality of illness, 
his first reaction may be one of shock. This may rapidly con- 
vert to another phase or persist? for a long time. When it 
becomes prolonged, it may show itself in resentment toward 
doctors, therapists, nurses, and attendants; or it may become 
displaced upon hospital facilities (Cf. Case 3). Here it is 
especially important that the therapists, among all who are in 
contact with the patient, see the latter’s point of view in order 
that resentment based upon misunderstanding may not be 
inflicted on him. 


1See Problems of Human Adjustment, by L. C. Steckle. New York: Harper 


and Brothers, 1949. p. 103. 
2See ‘‘Emotional Problems of the Tuberculous,’’? by H. Hudson. Journal of 


Rehabilitation, Vol. 18, No. 4, pp. 7-10, July-August, 1952. 
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When the shock of illness-acceptance has subsided, there 
usually follows in varying degrees what might be called the 
withdrawal. It has been necessary for the doctor to foster? 
a certain amount of regression by impressing the patient 
with the need for limiting physical activity. The patient, 
when healthy, has learned not to expect the behavior of others 
to conform completely to his needs. But now all sorts of 
people are at his behest, all apparently intent upon his getting 
well. His world shrinks and becomes I-centered. He may 
even take on infantile modes of behavior. At this point it is 
essential that the physician call upon Educational Therapy 
and the other adjunctive therapies to prevent the patient 
from sinking further and further into apathy, dependence, 
and insecurity. The patient must be offered every possible 
opportunity to be stimulated into drawing on his interests 
for the promotion of constructive activity. In this phase much 
can be done to arrest? progress toward neurosis. (Cf. Case 4). 

The more that can be accomplished during this ‘‘regressive’’ 
phase, the better, for after the acute or active stage of the 
disease comes the convalescence. (Cf. Case 3). It is during 
this period that the horizons of the patient’s little world must 
be widened. It is the period when egocentricity must be re- 
duced and when regression and temporary fixation are met 
by assignment of increased responsibilities, all pointing toward 
growth and independence. (Cf. Case 2). 


SUMMARY 


The modern concept of medical rehabilitation is described 
as teamwork, with the physician as leader and the team mem- 
bers drawn from the fields of both the medical and social 
sciences. Educational Therapy is one of a number of adjuncts 
which the physician draws upon in treating the patient as a 
whole man. 

In reviewing the literature on mental hygiene, it becomes 
apparent that rehabilitation has the same objective as does 
mental hygiene. In this light, Educational Therapy as a part 

1 See Ling, op. cit., p. 138. 

2 See ‘‘ Meeting the Needs of the Patient in Psychiatry,’’ by Frank E. Coburn, 


in Abstracts of Papers presented at the 50th Annual Meeting of the National 
Tuberculosis Association, Atlantic City, New Jersey, May 17-21, 1954. pp. 43-44. 
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of rehabilitation therapy may be considered as another phase 
of mental hygiene. 

In connection with the preventwe and therapeutic ap- 
proaches which are cemmon to both Educational Therapy 
and mental hygiene there are certain treatment precautions 
which must be practiced by the therapist. Some of these pre- 
cautions are discussed and followed by case history material 
to illustrate how such contingencies may arise. 

Especially in the treatment of patients with tuberculosis, 
emotional inadequacies are noted. The first shock which a 
patient receives upon hearing the diagnosis and the prolonged 
retention in a restricted and confining atmosphere result in 
either regressive, aggressive, or rejective attitudes as illus- 
trated in the case histories. 

The importance of Educational Therapy as an adjunct in 
arresting withdrawal, regression, and aggression on the part 
of the patient is stressed. 





MENTAL HEALTH ASPECTS OF 
VOLUNTARY MIGRATION * 


ABRAHAM A. WEINBERG, M.D. 
Director, Israel Mental Health Foundation, Jerusalem, Israel 


OTWITHSTANDING the vital réle population move- 

ments have played in the history of human civilization, 
our knowledge of the social psychology of these phenomena 
is still limited. This is also true of the inter- and intranational 
migrations of our times. Their impact on mental health is 
even less known. A short survey on some facts and experi- 
ences in the field of voluntary migration with emphasis laid 
on international migration may throw some light on this 
hitherto hardly explored field of mental health. 

Migration today is usually divided into two categories: 
voluntary migration or planned transplantation and involun- 
tary or forced migration, comprising displacement, forced 
labor and flight (refugees). One has often called voluntary 
migration ‘‘free’’ migration when thinking of the mass move- 
ments during the last two centuries, mainly of Europeans 
migrating to the Americas, Australia, New Zealand, and 
Africa. Lately, however, and especially since the first World 
War this free migration has been transformed to more or 
less controlled migration. Nations want to regulate the num- 
ber and types of persons leaving and, perhaps even more, to 
control the number and types of persons entering the country. 
The United States, during the nineteenth century the most 
important country of mass immigration, restricted greatly 
through its migration laws of 1921 and 1924 the entrance of 
migrants. Other countries in need of new citizens give prefer- 
ence to certain groups of immigrants, whilst preventing the 
entry of others. Thus international migration has decreased 
considerably though many countries have still room for 
millions of people. 

* Lecture given at the Fifth International Congress on Mental Health, Toronto, 


Canada, August 14-21, 1954. 
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Voluntary migration is not always as voluntary as the term 
may imply. It is often difficult to discern whether a person 
emigrates of his free will to the country of his choice or because 
of anxiety about imminent persecution which never or only in 
the distant future might materialize. In the latter case, he 
would psychologically be a refugee though his migration could 
be called a voluntary one as there was no real cause for flight.’ 

In this paper we will restrict ourselves to some mental- 
health aspects of voluntary immigration in comparison with 
those of involuntary immigration. 

There are many reasons why voluntary immigrants may 
have better chances for successful adjustment, acculturation, 
and integration than involuntary ones. We shall discuss the 
mental-health aspects under three headings: selectivity, pre- 
paredness for change, and inner security. 

Selectivity —vVoluntary migration means in many respects 
selective migration. It has often been thought that voluntary 
migrants are generally more intelligent, more energetic, and 
better equipped for migration. According to Hofstee? this 
need not necessarily be so. It seems especially not to be true 
in the case of intranational (internal) migration from one 
rural area to another. Migrants from rural areas to towns 
are positively selected in respect to intelligence and intel- 
lectual achievements when there is a relatively great demand 
for highly qualified work in the town. 

Where unskilled laborers are sought in town, migration 
might not be selective. We can assume, in agreement with 
Hofstee, that international migration is also not directly 
selective with respect to intelligence, and that whatever in- 
direct selection there may be depends on the comparative 
opportunities in the country of origin and the country of 
immigration. 

Selectivity may exist in that voluntary migrants often differ 
in their personality from the average individual of their 
native community; they rebel against the strict norms of 
behavior, or have political or religious convictions of their 
own. Amongst them are, apart from the adventurers, the 

1 For another division of forms of migration see page 460. 


2 See ‘‘Some Remarks on Selective Migration’’ by G. W. Hofstee. The Hague: 
The Research Group for European Migration Problems, No. VII, 1952. 
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ideologists and the pioneers seeking new ways of life in 
another country. That among the latter very many energetic 
and persevering people are to be found, has perhaps nowhere 
more clearly been demonstrated than in the case of the pioneer 
settlers in Palestine (Israel). 

Preparedness for Change.—The adjustment of the immi- 
grant to his new environment is related to his level of expecta- 
tion. Immigrants who are disappointed because of too high 
expectations are more prone to fail in their adjustment than 
those who found conditions in the new country above or accord- 
ing to their expectation. This generally acknowledged fact has 
in Israel (Palestine) been confirmed by Guttman?! and by my 
investigation among voluntary immigrants from Holland.?* 
Immigrants who before their immigration were adequately 
informed of the socio-cultural environment are, ceteris pari- 
bus, more prepared for change than those who did not get 
such information. Preparedness for social, cultural, and 
economic change promotes adjustment, unpreparedness influ- 
ences it unfavorably. An example of lacking preparedness 
for change is the fourth immigration wave to Israel which 
occurred in the years 1924-26, following the legislation of dis- 
criminatory laws against the Jewish middleclass in Poland. 
These people transplanted their way of living to the cities of 
Israel, contributing greatly towards their expansion, especially 
of Tel Aviv. These immigrants were, on the whole, not pre- 
pared to change their institutional rdle and when an economic 
crisis came in 1926, they left the country by the thousands, in 
contrast to pioneer immigrants. of former waves who re- 
settled even under unfavorable conditions, prepared to change 


1 Research on Adjustment of New Immigrants in Israel by Louis Guttman, 
Still unpublished. 

2 See Psycho-Sociology of the Immigrant, by A. A. Weinberg. An investigation 
into the problems of the adjustment of immigrants into Palestine, based on 
replies to an inquiry conducted among Jewish immigrants from Holland. 
Jerusalem, 1949. 

3 See ‘‘ Problems of Adjustment of New Immigrants to Israel’? by A. A. Wein- 
berg. World Mental Health, bulletin of the World Federation for Mental Health, 
Vol. 5, May—August, 1953. 

4 See ‘‘ Acculturation and Integration of Migrants in Israel’’ by A. A. Weinberg. 
International Social Science Bulletin, Vol. 5, No. 4, 1953, pp. 702-10. 

5 See ‘Some Aspects of Immigration in Israel’’ by A. A. Weinberg. R.E.M.P. 
Bulletin, Vol. 3, Nos, 4-6, April-June 1954. 
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from former réles of students and middleclass town-dwellers 
to those of farmers in codperative or private agricultural 
settlements. 

In the inquiry among immigrants from Holland, on the 
other hand, it appeared of no significance for their successful 
adjustment whether they carried on the same occupations as 
in Holland or another one, provided they possessed the neces- 
sary vocational abilities or training. 

Multiple immigrations, which occurred with 79 of 396 in- 
vestigated immigrants from Holland, did not influence adjust- 
ment. I have observed, however, cases of migrants who 
suffered from a psychoneurosis upon arrival in a country after 
repeated migrations. These were cases of Jewish refugees 
or so-called voluntary migrants who left their country of 
origin because of fear lest the existing discriminations might 
change into forthright persecutions, as later really was the 
case. Much depends on the inner security of these migrants, 
the reasons for their multiple migrations, and their socio- 
cultural distance from the new society. 

In this context, another factor influential on adjustment or 
maladjustment is the possibility or impossibility of return to 
the country of origin or of migrating to another country. An 
immigrant who knows he can return to his old environment 
and is still in close contact with his family or friends may be 
impaired in his preparedness to change and save or reconquer 
his inner security by leaving the country of immigration. 
Many who did so were well accepted by their former environ- 
ment, enjoying perhaps even a special status of ‘‘experienced’’ 
people of the world; others, however, discovered that they did 
not fit in any more into the old environment and became 
‘‘marginal.’’ On the other hand, the absence of close ties 
with the old environment but still the awareness of having 
the old country as ‘‘last refuge’’ may enhance the immigrants’ 
inner security and with it their chances of acculturation and 
eventual integration, 7.e., the state of being adjusted to, ac- 
cepted by, and belonging to the community.’ 

Many people immigrating against their will sabotage them- 

1 See Francais et Immigrees. L’attitude francaise L’adaptation des Italiens et 


des Polonais, by Alain Girard and Jean Stoetzel. Travaux et Documents. Cahier 
No. 19, Presses Universitaires de France, 1953. 
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selves unconsciously. They suffer often from so-called ‘‘bad 
luck’’ because of their unconscious refusal to succeed in the 
country they did not choose as their new homeland. E.g. they 
do not learn the language or when attempting to, fail. Many 
who immigrated to Israel before the second World War 
because of the dangers of. the Nazi regime are learning 
Hebrew only recently. They have become aware that they 
do not want to leave or are not able to do so because of eco- 
nomic, family, or age reasons. Now they study Hebrew suc- 
cessfully as one of the means towards acculturation and inte- 
gration. 

Inner security.—It is a widespread opinion that migrants 
are suffering from a sense of insecurity both in the homeland, 
where it induces them to leave, and in the country of resettle- 
ment, where it diminishes or impedes their integration and so 
endangers their mental and physical health. This may hold 
true for involuntary migrants and also for many who lived 
under strain, due to economic difficulties on their farms or in 
their business, to unemployment, to discrimination, or to fear 
of persecutions, and left ‘‘voluntarily.’’ But if migration is 
truly voluntary, feelings of insecurity need not exist. 

A man who condemns ethnic, political, or religious preju- 
dices without being involved himself, who wants to build up 
a new life somewhere under more favorable conditions, be 
they economic, social, or cultural or who is led by idealistic 
or pioneering motives, may feel quite secure before migration 
and retain this feeling of inner security in the new country, 
too. This does not mean that an immigrant is not more prone 
to suffer from insecurity than the native, for through his 
transplantation he has been cut off from his homeland, part 
or all of his relatives and friends and derives no more security 
from his old environment. He has to build up a new status 
among alien people, learn an alien language, and understand 
alien habits and customs, perhaps adapt himself to a different 
climate and landscape. 

When the difficulties are too great for his adjustment to 
social, cultural, and economic change, he may become marginal ; 
he no more belongs to his old environment, though still strongly 
attached to it, and is not integrating into the new one although 
in reality living within it or, more correctly, on its margin. 
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In case he can not adjust himself to the new community and 
is not able or willing to return to the old one, he finds himself 
not belonging to any community; he is uprooted. The signifi- 
cance of uprootedness for mental health has been described 
by Maria Pfister-Ammende, L. Tyhurst, and others.** The 
chances of becoming mentally uprooted are presumably less 
for voluntary immigrants than for involuntary ones. In our 
material, the incidence of mental illness in relation to volun- 
tary immigration could not be assessed, our investigation is 
still continuing. Migrants seem to have a greater incidence of 
mental disease than the resident population (Taft and 
Dobbins, Murphy, Pfister).** 

Regarding criminality, new immigrants have proved to be 
no less law abiding than residents and sometimes they even 
show less criminality. The well-known increased criminality 
of the second, and, to a lesser degree, of the third generation 
of immgrants seems to occur especially in those families who 
entered too soon into the new society, as well as among immi- 
grants living in secluded quarters in big cities, especially in 
slum areas. 

A voluntary immigrant who felt secure in his home country 
may be faced with specific and difficult problems and, espe- 
cially in the beginning, not always know how to tackle them. 
Even if he understands the language, he may not always 
comprehend the ways of expression of his new countrymen. 
He may feel uncertain sometimes without, however, becoming 
innerly insecure. 

For a proper understanding of the process of adjustment 
and acculturation one has to distinguish between an inner 


1See ‘‘Zur Psychopathologie der Entwurzelung’’ by Maria Pfister-Ammende. 
Bl. der Schweiz. Akadamie der Wissenschaften Fase. 4, Vol. 8, 1952. 

2See ‘‘Displacement and Migration’’ by Libuse Tyhurst, M.D. A Study in 
Social Psychiatry. American Journal of Psychiatry Vol. 107, No. 8, Feb., 1951. 

8 See The Uprooted. The Immigrant in American History, From the Old World 
to the New,’’ by Oskar Handlin. London: Watts & Co., 1953. 

4See International Migrations by Donald R. Taft and Richard Dobbins. New 
York: Ronald Press Co., 1955, pp. 518-19. 

5 See ‘‘ Practical Measures for Refugee Mental Health in Britain’’ by H. B. M. 
Murphy, Bulletin of The World Federation for Mental Health, Vol. 4, No. 198, 1952. 

6‘*Heimatverlust und Psychische Erkrankung,’’ Lecture by Dr. Maria Pfister- 
Ammende, Zuerich, at the Second Meeting of the European League for Mental 
Hygiene, Vienna, 1953. 
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insecurity—anxiety which is derived from lack of belonging- 
ness, 1.¢. lack of love, understanding, and support in childhood 
or later—and the feeling of uncertainty consequent to strange- 
ness of existing economic, social, cultural, and political con- 
ditions. Too frequent and embarrassing uncertainties may 
lead to inner insecurity or cause a latent insecurity to become 
overt. 

The investigation among voluntary immigrants from 
Holland, as well as a pilot study among students of the 
Hebrew Intensive Course, proved that many voluntary immi- 
grants do not suffer from inner insecurity. This fact has also 
been borne out in an attitude research by Louis Guttman, 
who did not find any difference in the percentage of immigrants 
and residents who feel secure. 

This concept of inner security of healthy voluntary immi- 
grants has a bearing on the understanding of some phenomena 
of immigrants’ behavior and research and practice of mental 
health of migration. Migrants tend to travel in groups, to 
contact after arrival old immigrants from the same country, 
to cluster together temporarily in tenements or town areas, 
to settle permanently in groups or in the neighborhood of 
former countrymen, to enter (or to found) immigration asso- 
ciations, to read (or to publish) papers in their mother tongue 
containing news from their country of origin ete. Thus the 
immigrant remains, at least for the time being, part of a 
group representing for him the land, the folk, the habits and 
customs of old, symbolizing his parental home. He preserves 
his inner security by only gradually coming into contact with 
his new social and cultural environment, helped and guided 
by his former compatriots. In this way he can explore the 
new surroundings at ease and prepare himself for his new 
role in society. At the same time, the receiving society does 
not have to accept the newcomers en masse, which might lead 
to the former’s own disintegration. 

Too great a distance between immigrant groups and the 
receiving population may result in a permanent separation 
and subsequent formation of minorities within the resident 
society. In this way inner security of the members of the 
minorities often may be retained because the discrimination 
or oppression is not suffered individually but collectively. 
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When great distance in religious, ideological, and other 
cultural traits exist, or when there are obvious physical 
anthropological differences, so-called ‘‘social visibility,’’ 
strong prejudice may result, which inhibits or severely 
hampers assimilation. Prejudice and the resulting discrimi- 
nation or even segregation, i.e. exclusion of the discriminated 
members of a group from public facilities and education, 
badly influence the mental health of immigrants. 

Where the distance between immigrants and the receiving 
society is rather great, but the two groups are interdependent, 
é.g. economically, assimilation may not develop beyond a 
superficial contract called ‘‘accommodation”’ which results in 
a more or less stable form of symbiosis. An example of suc- 
cessful symbiosis exists, for example, in Canada between the 
settlers of Anglo-Saxon and of French origin. The history of 
the Jews gives us examples of temporary symbiosis. 

It is, therefore, not advisable to attempt to hasten the 
assimilation of the immigrant because of the danger of his 
becoming ‘‘marginal,’’ if not fully uprooted. On the contrary, 
as Saenger has pointed out, ‘‘the demand for speedy Ameri- 
canization together with the punishment for behaving in 
foreign ways may retard assimilation.’’?' Such an attitude 
fosters the retiring of the immigrant into a ghetto of his own 
group and the formation of racial pride in order to compensate 
for his insecurity. 

One should, however, keep in mind that sometimes migra- 
tion, instead of leading to insecurity and uprootedness, may 
influence mental health favorably. 

In the freer atmosphere of the new country many immi- 
grants fully develop their potentialities to their own benefit 
as well as to that of their fellowmen. 

Socio-Psychopathological Research.*—Research on the re- 
actions of man to social and cultural change and on intergroup 
relations is still in its very first stage of development. One of 
the reasons lies in the lack of understanding of the urgency 


1See The Social Psychology of Prejudice, by Gerhart Saenger. New York: 
Harper and Bros., 1953. 

2 This investigation has been made possible through the generosity of the late 
Mr. Eduard Vis, and I am indebted to Professor Louis Guttman, Director of The 
Israel Institute for Applied Social Research in Jerusalem, for his most valuable 
help and advice. 
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of such research on the part of many who would be in a 
position to facilitate its being carried out. The most important 
reason, however, is to be found in the difficulty of getting 
comparable results. Quantitative compilation of results ob- 
tained in inquiries on qualitative data is only in its beginning 
and has not yet sufficiently penetrated into social psychiatry. 
An attempt to obtain comparable results was made in an 
investigation on problems of adjustment of immigrants from 
Holland to Palestine in 1941 and 1942. Although this method 
provided insight into many problems of adjustment, it had to 
be further developed. Moreover, the need was felt for an 
additional device for the study of the attitude of the indi- 
vidual and his relations to his group. We found the device 
in one of the newest methods in attitude research in sociology, 
Guttman’s scale analysis and facet design.*»*? The combina- 
tion of this scaling device, in the form of a written closed 
questionnaire, with my comparative depth-interview was very 
revealing. In many cases, however, additional investigation 
with the aid of projective and other tests was desirable: (a) 
for the examination of adjustability, (b) for psychiatric diag- 
nosis, (c) for vocational guidance in addition to other tests. 
In 20 cases, the Szondi test was applied; in 3, the Rorschach 
test; and in 15, other tests. 

The investigation was carried out among students of an 
‘‘Ulpan,’’ an intensive five-month Hebrew course; part of 
them were living in, part coming for the daily lessons from 
8a.M.to12:30P.m. The students are new immigrants, tourists, 
and immigrants who, though living here for some years, only 
now have started to learn the language. It is intended to 
carry out the research during more courses, depending on the 
budget available. This is desirable not only because of the 
need of a sufficiently large number of interviewees, but more 
so for the following reason: An intensive depth-interview is 
practicable only with a selective sample—apart from the fact 
that it is too costly and cumbersome with a random sample. 

1See ‘‘The Principal Components of Scale Analysis’’ by Louis Guttman. 
Measurement and Prediction by Samuel A. Stouffer, et al., Chapter 9. Vol. IV of 
Studies in Social Psychology in World War II, Princeton University Press, 1950. 

2See ‘‘The Principal Components of Scalable Attitudes’’ in Mathematical 


Thinking in the Social Sciences, by Louis Guttman, Paul Lazarsfeld, Editor. 
Glencoe, Illinois: Free Press, 1954, pp. 216-57. 
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The students of this Ulpan do not form a representative 
sample of immigrants to Israel. Guttman’s method is usable 
with a large random sample. The coordination of these 
methods of extensive and intensive research serve important 
purposes : 

(1) The application of the written closed questionnaire on 
the lines of Guttman’s method administered to groups has 
proved to be a timesaving device; 

(2) The replies to the questions in the closed questionnaire 
can be verified by the data of the depth-interview; 

(3) A comparative evaluation of the two methods might 
lead to an improvement of both, the extensive and the inten- 
sive ways of research; 

(4) Consequently, methods of extensive research may be 
developed as to enable us to study intricate mental health 
problems of a large population. 

Results——The closed questionnaire was furnished in four 
languages, Hebrew, English, French, and German. The first 
time the students answered the questionnaire was two months 
after the course started March 3, 1952, the second time toward 
the end of the course, May 20, 1954. We gave the questionnaire 
twice, in order to find out whether the opinions and attitudes 
of the students had altered during their stay in the Ulpan 
and to what extent they were able to form a community within 
the Ulpan. There was a total of 91 in the Ulpan, 38 men and 
53 women. Of the total, 44.4 per cent lived in the hostel 
attached to the Ulpan; 21.8 per cent were below 25 years of 
age; 43.6 per cent were between 26 and 40 years old; 28.2 per 
cent were between 41 and 55 years old; 6.4 per cent were 
above 56. 

The majority of the students came from Europe (two- 
thirds), 20 per cent from America; 8 per cent of the students 
were not Jewish. 60 per cent came to Israel in 1953; 28 per 
cent came to Israel in 1952; 12 per cent came to Israel before 
1952. Of the 91 students, 77 per cent were immigrants; the 
rest tourists. During the five-months’ course, some students 
left and some entered late. Fifty-nine students took part from 
the beginning to the end. 

The immigrants and the tourists answered all questions of 
the questionnaire alike except the questions pertaining to 
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immigration. Concerning the adjustment of the students to 
conditions in the Ulpan, we did not differentiate between 
immigrants or tourists. We found that we had to distinguish 
between four different categories of migration: 


1. Voluntary emigration 

2. Involuntary emigration 
3. Voluntary immigration 
4. Involuntary immigration 


Involuntary emigrants can be divided into refugees, displaced 
persons, and forced labor. 

Among our involuntary emigrants we found only refugees. 

49 people were voluntary emigrants and voluntary immi- 
grants (1/3); 

2 people were voluntary emigrants and involuntary immi- 
grants (1/4); 

6 people were involuntary emigrants and voluntary immi- 
grants (2/3) ; 

9 people were involuntary emigrants and involuntary immi- 
grants (2/4). 

Of 4 we knew that they were voluntary emigrants but they 
did not reply to the question of immigration. 

The problems of voluntary or involuntary emigration were 
examined by a number of questions arranged according to 
the ranking principle of the Guttman scale. Because of the 
great concentration of the students within one type (72 per 
cent of the respondents belong to the type who wanted most 
to leave their country of origin), we had as yet no opportunity 
to examine the ‘‘perfectness’’ of the scale. Inasmuch as it 
was possible to speak of a scale and its shape, we defined as 
most negative in the ranking those respondents who replied 
that in their country of origin their economic existence was 
endangered and that they left their country only to a certain 
extent of their own will. In contrast to this type, which we 
will designate later as Type A, there was a negative type who 
did not fit into the shape of the scale. This not-fitting-in 
resulted from the contradiction that on the one hand it was 
expressed that in their country of origin their lives were 
threatened and on the other hand, the reply that they left 
their country only of their own free will. This type will be 
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described below as Type B. In group A, as well as in group B, 
were 5 students. 

After further study of the scale and the universe of the 
content, we tried to explain the above phenomenon with the 
help of the following hypothesis: it is obvious that both types 
were forced to leave their country of origin through external 
circumstances, but it is also quite obvious that none of them 
was actually driven out; that the last decision to leave was 
left to them. 

However, while Type A’s acknowledged their unwillingness 
to leave their country, Type B’s stated that they decided to 
leave of their own free will. We assumed that the factor, in- 
fluential of the different types of persons, which induced them 
to differing attitudes in a more or less similar situation lies 
within the personality, i.e. that those belonging to Type A 
suffer from inner insecurity, in contrast to those of Type B 
who possess definite inner security. 

In order to test our hypothesis, we examined it in two 
independent ways in two separate directions: by examining 
the case histories obtained by depth interviews of the respond- 
ents concerned and by comparison of the dispersion of the 
replies by Type A with those of Type B. In all the subjects 
dealt with by the questionnaire, we got a confirmation of our 
hypothesis. 

1. It appeared in the depth interview that all five respond- 
ents of Type A suffered from inner insecurity, in contrast to 
the two respondents of Type A we were able to interview, 
who both were innerly secure. 

2. In comparing the replies we obtained from the two types 
regarding the remaining subjects of the questionnaire, we 
found that there are differences between the two types in 
respect to subjects connected with inner security or insecurity, 
while differences in other subjects were not observed. There 
are differences in the following subjects: 

a. Psychosomatic disturbances (nervousness, disturbed 
sleep, frightening dreams, stomach trouble, headaches, palpi- 
tations). Type A disturbed; Type B undisturbed. 

b. Decision to enter the Ulpan: Type A did not enter on 
their own decision; Type B entered on own decision. 
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ce. Social life in country of origin: Type A was not sociable; 
Type B was. 

d. Social life in the Ulpan: Type A was not so well inte- 
grated in the class; Type B was. 

e. At-home-feeling in the Ulpan: Type A does not feel at 
home; Type B does. 

After having obtained these two confirmations of our as- 
sumption, we decided to check on the correctness by applying 
its conclusion. If it is true that inner security or insecurity is 
obviously evident within the two types of involuntary 
migrants, then this factor must also be influential within the 
rest of the migrants, viz. the majority of the voluntary emi- 
grants and immigrants. We examined the results of 39 depth- 
psychological interviews which had been held amongst the 
Ulpan students and divided the students accordingly in two 
groups: 30 migrants with inner security and 9 migrants with 
inner insecurity. We compared again the dispersion of the 
replies of the two groups with regard to the various. subjects 
of the questionnaire. The results were exactly the same. We 
found again differences with respect to all the subjects for 
which differences had been found between Types A and B in 
precisely the same direction. From this experiment not only 
additional confirmation was obtained of the correctness of our 
assumption, but also this important conclusion: The adjust- 
ment of the investigated group of immigrants seems to depend 
on the inner security of the migrant (in other words, his 
mental health), rather than on his migration being voluntary 
or involuntary. There remains the influence of the form of 
migration as such, but to our regret, the number of persons 
investigated so far is too small for venturing an opinion on 
the influence of this variable. 

The conditions of the Ulpan were very favorable for the 
investigation. Teaching and attitude of the teachers were 
positively commented on by the students. The teachers were 
even considered as mixing freely within the students’ com- 
munity. Discrimination was almost non-existent. At the 
beginning integration of the classes was better than towards 
the end; the codperation in matters of study became less, but 
the codperation in other matters became greater. Social life 
in the Ulpan as a whole did not, however, appreciably alter. 
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This might be due to the fact that, in the course of time, the 
students became less secluded within their classes and mixed 
freely amongst all the students of the Ulpan. Our observation 
taught us that the interests of the students were shifting from 
the studies to the economic difficulties ahead. In the congenial 
atmosphere of the Ulpan, under the influence of the stimulat- 
ing, vivid, even cheerful teaching, and with a prospect of 
learning the language, the opening to a perhaps prosperous 
future, they feel at first more optimistic, in a better mood. 
Maybe many of them and especially the insecure, feel freed 
from the daily worries and relax as in a holiday resort. 
Towards the end they feel, on the whole, less optimistic though 
still more than before the entrance into the Ulpan. They have 
learned surprisingly much Hebrew in so short a time. They 
are better equipped for the struggle of existence, but have to 
face reality in Israel. For many occupations, opportunities 
are not too good; in the cities there is a housing shortage and 
unemployment. The small decrease in percentage of optimistic 
immigrants is quite in accordance with what one may expect. 
Closer scrutinizing of the individual cases for which we have 
as yet not had any opportunity may reveal particulars of these 
phenomena. 

Treatment and Prevention.—In cases of seriously impaired 
mental health in new immigrants, psychiatric treatment should 
be given before or immediately after the entry into the country 
of resettlement, at any rate always as soon as possible. A 
single mentally-ill person may endanger the resettlement of 
his family; a disturbed family, the mental health and chances 
of successful resettlement of a whole group. Socio-therapy 
and group psychotherapy in psychiatrically supervised immi- 
grant villages or community health centers in areas of immi- 
grant settlements should be considered, as soon as symptoms 
of inner insecurity and maladjustment are developing. 

Still more important is socio-prophylaxis. All means should 
be applied which may promote undisturbed, speedy accultura- 
tion, provided that nothing should be done to unduly hasten 
the assimilation of new immigrants. 

Suitable means of communication are essential for promot- 
ing smooth acculturation. Though stress should be laid on 
learning the country’s language, publications in the immi- 
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grant’s mother tongue should be allowed. Personal contacts, 
radio, films, television (where possible) should be used to- 
wards this end. Personal contact between governmental 
officials and social workers and immigrants is of the greatest 
significance. 

A listening ear, a humane approach, a friendly attitude, an 
empathetic participation, without over-protectiveness or pos- 
sessiveness, in the migrants’ problems may make the immi- 
grant feel that he is welcome in his new homeland. For the 
insecure migrant such an empathetic behavior may mean the 
beginning of regaining his confidence in his fellowmen in 
general and in government in particular. Courses in mental 
health work for immigration officials and voluntary workers 
should be held in every immigration country. 

Settlements of more than one group should be encouraged 
but without permitting too much diversity (heterogeneous 
settlements). 

As children adjust themselves more easily and completely 
than adults, stress should be laid on their education towards 
citizenship of the new country. The education of the children 
should be within the parental surroundings and due care 
should be paid to parent-child and parent-school relationship. 

In conclusion, it should be stressed once more that the 
dangers threatening the mental health of voluntary immi- 
grants are great, even for those who are selected, healthy, 7.e. 
innerly secure, and prepared for the social, cultural, and 
economic changes awaiting them in the new country. 

Preventive mental health work with immigrants should 
therefore also include the apparently mentally healthy; cura- 
tive mental health work should be applied as early as possible. 
Such mental health work and the necessary research should 
be fostered and codrdinated within the framework of the 
United Nations. 











SOME SOCIAL IMPLICATIONS OF THE 
COLLEGE PSYCHIATRIST’S WORK 


LOUIS E. REIK, M.D. 
Department of Health, Princeton University 


EUROSIS, far from being a disorder confined to the indi- 
vidual, has important social implications that the educa- 
tional community cannot afford to overlook, for it is one of 
man’s ways of meeting various social difficulties.* On the 
part of the neurotic patient, there is fundamentally an anti- 
social attitude of more or less severe degree, which causes 
him to appear either as a rebel against social conventions or 
a weakling unable to meet his obligations.? It is the duty of 
the psychiatrist, therefore, to discuss frankly the nature and 
scope of his work, and particularly what stand he takes con- 
cerning the social conventions that his patients frequently 
challenge. In what follows, the work of the university psy- 
chiatrist is considered under four major headings: (1) His 
function as a physician concerned with the diagnosis and 
treatment of a type of illness that has significant social im- 
plications; (2) his technical contribution to the college com- 
munity; (3) his criteria of health and disease; (4) his need 
for the understanding and codperation of a college community 
that has an enlightened attitude towards mental disorder. 
The college psychiatrist, like any other physician, is pri- 
marily concerned with the diagnosis and treatment of disease. 
But in view of the social implications of mental disorder, he 
is sometimes—fortunately only rarely—obliged to place the 
welfare of the community above his professional obligation to 
preserve the patient’s confidence. If medical men have been 
able to solve the problem of the violation of the patient’s con- 
fidence in the case of venereal and other forms of contagious 
disease, in order to safeguard the health of others, there should 
be no reason why the psychiatrist and his patient cannot view 
1 See ‘‘Relation of Abnormal Psychology to Social Psychology,’’ in Essays in 
Applied Psycho-Analysis, by Ernest Jones. London: Hogarth Press, Vol. 1, 
1951, p. 125. 


2See A History of Medical Psychology, by Gregory Zilboorg and George W. 
Henry. New York: W. W. Norton and Company, 1941, p. 524. 
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in a similar light the social obligations that both of them have. 
Arthur H. Ruggles, a pioneer in student health work at Yale 
University, expresses this opinion: ‘‘The professional con- 
fidences of the patients must be held sacred unless (in the rare 
case) certain problems originating from the patient might be 
a detriment to a large segment of the students. At that point 
(and such cases did not come often to me), I asked the patient’s 
permission to talk it over with the faculty advisers. When 
it was properly explained to the student that it meant the 
greatest good to the greatest number to discuss this with the 
faculty members, such permission was never refused.’’? 
Another important consideration in the psychiatrist’s func- 
tion is the specialized knowledge and experience that must be 
brought to bear on the difficult and complex question of 
whether or not a given individual is mentally ill. Laymen 
and even physicians are apt to answer the question on the 
basis of insufficient or superficial evidence. Social conven- 
tions, moreover, have powerfully influenced our thinking as to 
what constitutes health and disease, not only in the field of 
human behavior, but also, to some extent, in physical dis- 
orders,—for example, in the case of dental caries, or malaria 
in countries where a large proportion of the population has 
the disease. At any rate, in the field of psychology the diffi- 
culties are compounded by the absence of tangible criteria. 
In general medicine and surgery, pain and other forms of 
suffering, although entirely subjective and intangible, can be 
depended upon to bring the patient to the physician and to 
point the way to diagnosis and treatment. But in psychiatry, 
it is often the case that precisely the patients who have the 
most serious mental disturbances show the least signs of pain 
and suffering and awareness of illness; and very few of those 
that do experience suffering realize that their suffering is 
related to a mental disturbance. Moreover, as Freud has 
pointed out, ‘‘the borderline between normal and morbid 
psychic conditions is, in a way, a conventional one, and, in 
another way, in such a state of flux that probably every one 
of us oversteps it many times in the course of a day.’’? It is 


1 Personal communication, April 13, 1954. 
2See Delusion and Dream, by Sigmund Freud. New York: Moffat, Yard and 
Co., 1917, p. 172. 
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exactly because of all these difficulties that the task of mental- 
health appraisal, as well as the diagnosis of mental illness, is 
more competently performed by those with the practical 
measuring-rod of long and intimate knowledge of the mentally 
ill. In the university, the appraisal of the mental state of 
students, especially when the question of serious disturbance 
has been raised, gives the psychiatrist a major opportunity to 
be of service to the community as well as to the individual. 
Not only can he bring his own medical and psychiatric knowl- 
edge to bear, but also the knowledge of his medical colleagues ; 
and, in this connection, clinical and psychiatric experience 
leaves little room for doubt that ‘‘the psychological and 
physical components of an illness cannot be separated in diag- 
nosis and treatment. At any point in a disease process 
psychological symptoms may give rise to, substitute for, or 
run concurrently with physical symptoms, or vice versa.’’? 

After a diagnosis has been made, the question of therapy 
similarly demands of the psychiatrist considerable wisdom 
and experience in view of the special goals and limitations of 
the academic community. The extent of incapacity for work 
is perhaps the best measure we have of the severity of psycho- 
logical disturbance. If the student is significantly incapaci- 
tated, it becomes a serious question whether he should remain 
in college. The intensive treatment of well-established and 
significantly incapacitating neuroses is a major and time-con- 
suming process. In cases where the disorder is relatively 
severe, the psychiatrist’s prompt recognition of this fact and 
of the student’s need for a health program rather than an 
educational one can be of inestimable service. With com- 
petent and early psychiatric evaluation, students in need of 
intensive treatment can be more readily and intelligently 
handled than in the past when they were allowed to go un- 
recognized until either they became acutely and obviously 
psychotic, or were dismissed for academic failure. When the 
real problem is one of ill health, considerable damage can, of 
course, result from neglect,—not only to the student and his 
family, but to the community as well. It sometimes takes the 
subtlest clinical acumen to detect a serious or potentially 


1See ‘‘A Statement of the American Psychiatric Association’s Position on 
Amending State Medical Practice Acts and Related Matters,’’? March 7, 1954. 
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serious psychiatric case, the presenting symptom of which 
may seem a mere eccentricity, when actually it is the small 
manifestation of a condition with widespread submerged 
ramifications. In the case of milder disorders, on the other 
hand, particularly those that arise under conditions of stress, 
short-term and non-intensive treatment can be of considerable 
value. The psychiatrist’s knowledge of psychodynamics and 
his realization of the importance of the historical method 
applied to illness can be of considerable help to the beleaguered 
student. It is more the psychiatrist’s therapeutic function to 
help the student learn the meaning of his symptoms, when 
this is possible, than to help him to evade their consequences 
by attempts to make favorable changes in his environment. 
His focus, then, is on the intra-psychic aspects of his patient’s 
conflict, rather than on protecting him from difficulties im- 
posed by the community. The point cannot be discussed at 
length here, but suffice it to say that, as Freud has shown, 
neurotic symptoms have a twofold function. Not only are 
they manifestations of tension and anxiety, but simultaneously 
they are nature’s spontaneous method of relieving it, as any 
patient who forces himself to withstand a handwashing com- 
pulsion, for example, quickly discovers. 

The Technical Contribution of the Psychiatrist.—If the 
psychiatrist is to work in a spirit of scientific inquiry, he 
cannot, as Paul Schilder emphasized, place a negative value 
on mental illness, for ‘‘the biological concepts of health and 
sickness do not imply ethical valuations.’’* In this respect, 
the psychiatrist differs from such colleagues as the chaplains, 
who by training and habit naturally think first in terms of 
moral aspects of human behavior. The medical historian 
knows that sickness of all kinds, physical as well as psycho- 
logical, was considered by our primitive ancestors to be the 
creation of evil spirits. Even in relatively civilized times,— 
in the days of Shakespeare, John Locke, Sir Thomas Browne, 
and Isaac Newton—thousands of mentally ill were still being 
condemned and burned as witches. The psychiatrist realizes 
that the stigma of emotional illness, in spite of all that has 
been done to popularize medical psychology, remains great 


1See Medical Psychology, by Paul Schilder. New York: International Uni- 
versities Press, Inc., 1953, p. 333. 





SOCIAL IMPLICATIONS OF PSYCHIATRIST’S WORK 469 


enough so that individuals afflicted with disorders of this kind 
still often prefer to ignore or conceal them, rather than to 
seek scientific evaluation and help. And he knows that, con- 
sciously or unconsciously, emotional excess or instability 
evokes the hostility of society. Although he cannot avoid 
sharing this hostile reaction to some extent, the psychiatrist 
nevertheless constantly strives to apply to mental disorder the 
same spirit of inquiry and tolerance that has slowly evolved 
in the case of physical disease. 

He does not confine his attention to the patient’s present 
difficulties, but studies as carefully as possible the whole 
mental history of the patient. Andras Angyal, exponent of 
the holistic approach to mental disorder, wrote: ‘‘Through 
the study of life histories we are able not only to fill the gaps 
in our knowledge with regard to the present status of the 
person, but to gain an additional insight which no other 
method can give. Even if we possessed a perfect battery of 
tests enabling us to survey all factors operating in the person 
at a given moment, the biographical method would still retain 
its value.’’* It may come as a surprise to some to learn that 
only within modern times has the value of the individual’s 
mental history and development begun to be appreciated.’ 
It was not until the close of the eighteenth century that the 
taking of psychiatric case histories was introduced by the 
great pioneer of medical psychology, Philippe Pinel.? During 
the nineteenth century, the importance of the mental history 
found gradually increasing recognition. Charles Darwin, for 
example, noted ‘‘that a belief constantly inculeated during the 
early years of life, whilst the brain is impressible, appears 
to acquire almost the nature of an instinct; and the very 
essence of an instinct is that it is followed independently of 
reason.’’* Sir Francis Galton found, in his pioneer study of 
‘‘free’’ associations conducted on himself at a time when 
Freud was still primarily a neuropathologist, that at the age 


1 See Foundations for a Science of Personality, by Andras Angyal. New York: 
The Commonwealth Fund, 1941, p. 345. 

2 See Greek Science, by Benjamin Farrington. London: Penguin Books, 1953, 
p. 113. 

8See A History of Medical Psychology, by Gregory Zilboorg and George W. 
Henry. New York: W. W. Norton and Company, 1941, p. 325. 

4See The Descent of Man, by Charles Darwin. London, 1871. 
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of 57, 39 per cent of his associations concerned his boyhood 
and youth.’ Thus, even if the findings of Sigmund Freud and 
Adolf Meyer are ignored, support can be found for the im- 
portance of the individual’s early mental history from various 
unexpected sources. But even without ‘such support, the 
psychiatrist who uses the historical method knows that the 
individual’s past patterns of behavior and the story of the 
environmental and hereditary background provide the best 
basis for his appraisal and prognosis. 

Along with a close scrutiny of the patient’s mental history, 
the psychiatrist notes with special care the present behavior 
of the patient, particularly what is said or done spontaneously. 
Behavior that is spontaneous and natural often gives him his 
best clues to motivation. He therefore gives the student 
freedom to express himself as fully and unreservedly as pos- 
sible, believing, until proven otherwise, that what seems acci- 
dental or trivial has meaning. He knows, for instance, that it 
is no accident when a student consults one rather than another 
of the various university authorities and agencies. If the 
student spontaneously consults a chemistry professor about 
a health problem, rather than a physician, the probability is 
that the professor has some special significance to him. For 
example, the student’s father in one case of this kind was a 
chemist. The psychiatrist wants to know in minute detail 
how it ‘‘happened”’ that a student comes to him and why. For 
one student, the visit is synonymous with the confession of a 
serious disturbance. For another, it is only made in obedience 
to the ‘‘suggestion’’ of authority, which to the student amounts 
to a command obeyed unwillingly but with as respectful a 
mask of compliance as possible. Others, struggling to main- 
tain self-esteem and the illusion of invulnerability, regard a 
visit to the psychiatrist as a sign of shameful weakness and 
unnecessary humiliation. Still others regard the psychiatrist 
as someone who will relieve them of the tedious business of 
thinking for themselves and living independently. Whatever 
it may be, the student’s underlying attitude eventually emerges 
in what he says or does—whether by the tapping of a foot, a 


1 See ‘‘Psychometric Experiments,’’ by Francis Galton, in Brain, Vol. 2, 1879, 
pp. 149-162. 
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stifled yawn, a slip of the tongue, or by undue haste or reluc- 
tance in leaving the psychiatrist’s office. 

The success of the psychiatrist in the diagnosis and treat- 
ment of mental disturbance depends on his ability to apply 
effectively the knowledge the twentieth century has brought of 
the unconscious, chiefly through the work of Freud. Here 
the opponents of Freudian theory must sometimes be reminded 
not to throw out the baby with the bath-water. As Freud 
himself pointed out, the first steps in the discovery of the 
unconscious were taken before his time by literary men and 
philosophers.’ The following passage by the author-physician 
Oliver Wendell Holmes, published when Freud was a boy of 
only 15, illustrates how vividly real the concept of the uncon- 
scious was felt to be even in pre-Freudian times: ‘‘There are 
thoughts that never emerge into consciousness, which yet 
make their influence felt among the perceptible mental cur- 
rents, just as the unseen planets sway the movements of those 
which are watched and mapped by the astronomer. Old preju- 
dices, that are ashamed to confess themselves, nudge our talk- 
ing thought to utter their magisterial veto. ... The more we 
examine the mechanism of thought, the more we shall see that 
the automatic, unconscious action of the mind enters largely 
into all its processes.’’* The clinical work of the psychiatrist 
today provides daily confirmation of the effects of the uncon- 
scious on thinking, feeling, and acting. In 1949, ten years 
after Freud’s death, the historian Arnold J. Toynbee com- 
pared the effects of the unconscious with the dilemma of a man 
trying to drive to market an invisible pig tied to him by an 
invisible string. ‘‘First he is jerked into the ditch on this 
side of the road, and then into the ditch on that side of the 
road, and then some sinewy wriggly beast that he can feel but 
cannot see gets in between his legs and trips him up, or butts 
into him and knocks him over backwards.’’ But Toynbee, 
unlike Holmes, can go on to say, ‘‘it is only in the world of 
our day that we have made a start’’ towards bringing the 

1 See ‘‘The Concept of the Unconscious in the History of Medical Psychology,’’ 
by Edward L. Margetts in Psychiatric Quarterly, January, 1953. 


2See Mechanism in Thought and Morals, by Oliver Wendell Holmes. Boston: 
1871, p. 44, p. 48. 
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invisible pig and string into view and thus under intelligent 
control.' 

Criteria of Health and Disease-—The concept of psycho- 
logical illness has come to cover such a multitude of common 
human feelings, ranging all the way from isolated eccentrici- 
ties to full-blown psychosis, that Freud was concerned with 
the practical implications of the problem of illness. ‘‘If you 
look at the matter from a theoretical point of view and ignore 
this question of degree, you can very well say that we are all 
ill, z.e., neurotic; for the conditions required for symptom- 
formation are demonstrable also in normal persons.’’? In the 
same lecture, he proposed a practical criterion. He said of 
neurotic symptoms that ‘‘the principal injury they inflict lies 
in the expense of mental energy they entail and, besides this, 
in the energy needed to combat them. Where the symptoms 
are extensively developed, ... the person suffers a very serious 
impoverishment in available mental energy, which conse- 
quently disables him for all the important tasks of life... 
Therefore you will see that ‘illness’ is essentially a practical 
conception.’’ It may be argued that the phrase ‘‘important 
tasks of life’’ leaves considerable room for speculation and 
interpretation. Elsewhere, Freud defined them as ‘‘to work 
and to love.’’ In the college community, virtually everyone 
agrees on at least one important task that the student has, 
namely, his academic work. It is not an uncommon observa- 
tion that seemingly very neurotic individuals are capable of 
good sustained work and even brilliant performance. In 
this connection, it is well to recall a remark of William James, 
made half-facetiously and half-seriously: ‘‘ Mere sanity is the 
most philistine and (at bottom) unessential of a man’s at- 
tributes.’’ * 

It has only been within the past two or three decades, how- 
ever, that medical psychologists, who previously had been 
concentrating almost exclusively on neurotic symptoms, have 
become increasingly aware of the importance of studying the 
individual from a broader viewpoint. In his paper on the 

1 See ‘‘ Poetical Truth and Scientific Truth in the Light of History,’’ by Arnold 
J. Toynbee in International Journal of Psycho-Analysis, Vol. 30, 1949, pp. 143-152. 


2 See A General Introduction to Psychoanalysis, by Sigmund Freud. New York: 


Garden City Books, 1952, p. 313. 
8 See The Thought and Character of William James, by Ralph Barton Perry. 
Cambridge, Mass.: Harvard University Press, 1948, p. 261. 
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concept of health, Heinz Hartmann, for example, noted that a 
deviation from some statistical average is not of necessity 
pathological, for if this were so, then the sound teeth of a 
man living among a population in which dental caries is 
present in almost everyone could be regarded as abnormal, 
if not pathological as well. Hartmann likewise pointed out 
that ‘‘conflicts’’ themselves are not necessarily pathological 
—in fact, they are ‘‘part and parcel of human development, 
for which they provide the necessary stimulus.’’ He empha- 
sizes, on the other hand, the importance of an appraisal of the 
individual’s adaptation to his environment and his ability to 
do constructive work. ‘‘The more we begin to understand the 
ego and its manoeuvres and achievements in dealing with the 
external world, the more do we tend to make these functions 
of adaptation, achievement, etc., the touchstone of the concept 
of health.’’ These ideas of Hartmann, as well as those of 
Freud previously mentioned, suggest that there can be no 
proper appraisal of the mental health of a student until we 
know whether there is impairment of his ability to develop and 
to perform his work. And such an appraisal must, of course, 
be based not only on the standards for the group as a whole, 
but, more important, also on the standards set by the stu- 
dent’s own past performance and future goals. 

In college communities there is, of course, little disagree- 
ment that academic performance is the chief task of the stu- 
dent. There is, however, the danger of regarding it as his sole 
important task and of interpreting the word ‘‘knowledge”’ in 
such a narrow and technical sense that its contribution to the 
welfare and health of the student as a whole is negligible at 
best or downright harmful at worst. Ben Jonson remarked: 
‘‘T know no disease of the soul but ignorance... a pernicious 
evil, the darkener of man’s life, the disturber of his reason and 
common confounder of truth.’’ Broadly interpreted, igno- 
rance can be a great disturber of bodily health as well. If it 
could never occur to the Greeks of classical times to ignore the 
body or to train anything but the whole man, so today the 
psychiatrist finds it necessary in making an evaluation of a 
student’s mental health to inquire into how well he functions 
from the physical point of view as-well as the mental. It is 


1See ‘‘Psychoanalysis and the Concept of Health,’’ by Heinz Hartmann, in 
International Journal of Psycho-Analysis, Vol. 20, 1939, p. 315. 
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probably safe to say that persisting significant psychological 
disturbance invariably has some more or less profound effect 
on the body’s great rhythms of eating, elimination, sleep, 
sexual activity, and so on. To physicians familiar with ten- 
sion headaches, nervous stomachs, cardiac palpitation, and 
similar symptoms, there is no well defined boundary between 
body and mind, just as there is none between the individual 
and his environment. Where physical symptoms result from 
mental strain, the chances are that there is incapacity for the 
‘‘important tasks of life.’? And the price the student pays 
may be too high if a satisfactory academic performance exacts 
a toll of insomnia, tension, weight-loss, and increased suscepti- 
bility to physical disease, to say nothing of a narrow or lop- 
sided intellectual development. 

Need for an Enlightened Attitude towards Emotional Dis- 
order.—With the discovery of the laws that govern many 
physical illnesses, we are overcoming our ancient fear and 
hatred of some diseases, particularly infectious and contagious 
varieties that now yield to methods of prevention and cure. 
Our task is to apply to mental disorder the same spirit of 
inquiry and tolerance that has slowly evolved in the case of 
physical disease. Much could be said about the dislike of 
people everywhere for illness and abnormality, especially 
psychological disturbance. The physician and the public do 
not deny a man’s right to treatment if he has ‘‘a bad leg,’’ a 
‘‘malignant’’ growth, or a dangerously contagious infection. 
Similarly, the psychatrist must be constantly on guard against 
the tendency to label patients ‘‘bad actors,’’ ‘‘no good,’’ 
‘‘hopeless delinquent,’’ and so on, for even though the prog- 
nosis is poor—in fact, for this very reason—scientific study 
alone can provide the keys to prevention and cure. In the 
case of these disorders, as in those in the physical sphere, the 
very natural fear and repugnance that all of us have for 
whatever is inadequately understood or controlled is apt to 
disappear where there is adequate knowledge. 

In the college community, professors, chaplains, administra- 
tors, and physicians are constantly obliged to make psycho- 
logical appraisals of the students that consult them. It is a 
constant temptation to minimize emotional problems without 
taking the trouble to discover what they are, to say nothing 
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of how serious they are. In Samuel Butler’s Hrewhon, psycho- 
logical disturbance was something to be intelligently acknowl- 
edged, studied, and treated, and not arbitrarily suppressed, 
ignored, or concealed. Butler made an observation that we 
would do well to ponder: ‘‘Men will hide their illnesses as 
long as they are scouted on its becoming known that they are 
ill; it is the scouting, not the physic, which produces the con- 
cealment.”’ 

Perhaps more than any other, the college community as the 
guardian of the humanities and the accumulated wisdom of 
the ages can be expected to strive to understand and illuminate 
the well-springs of human nature in sickness and in health. 
When human weaknesses interfere with the important tasks 
of life, which in Freud’s phrase are ‘‘to work and to love,’’* 
then the college community has the opportunity to raise a new 
standard for society in general to follow. It is a standard 
that emphasizes the value of dispassionate examination of 
psychological disorder and disturbed human passions, with 
a view to constructive and intelligent action, rather than the 
arbitrary ‘‘scouting’’ and ‘‘concealment’’ that man seems to 
have practiced for thousands of years. Instead of perpetuat- 
ing the prejudices and superstitions that antedate the witch- 
craft age, going back to the primitive world of wishing and 
magic when men hid in caves, the college community can seek 
to apply the knowledge and techniques the twentieth century 
has brought. Physical and mental handicaps that previously 
were attended by heavy penalties from society need no longer 
lead to lifelong rejection and isolation. While it is true that 
in many instances, particularly among older people, such 
handicaps are permanent bars to more efficient living and 
higher achievement, a gloomy prognosis need not uniformly 
apply for the disabilities that are recognized and properly 
treated in early life. Psychiatrists and educators have an 
obligation to those of educational age and presumably young 
enough to learn new ways, and they have an obligation to the 
college community as well. Only by retaining a sensitive and 
just appreciation of the social implications of emotional dis- 
order can they discharge this double obligation to student and 
college in mutually beneficial fashion. 


1See Childhood and Society, by Erik H. Erikson. New York: W. W. Norton 
and Company, 1950, p. 229. 





MENTAL HEALTH IN THE TRAINING 
OF THE RELATED SERVICE 
PROFESSIONS * 


NINA RIDENOUR, Pu.D. 
Ittleson Family Foundation, New York 


N the mental health field, the ‘‘core professions’’ are usually 
thought of as those workers whose primary responsibility 
has to do with mental illness and mental health—such as 
psychiatrists, psychiatric social workers, and clinical psy- 
chologists. The ‘‘related professions’’ are those other service 
professions which strive to help people, even though their 
primary responsibility is not specifically for mental health— 
such as doctors, nurses, teachers, clergymen, officers of the law. 
Then within each profession are other key groups who are 
particularly important from the point of view of mental health: 
among doctors, pediatricians for instance; among teachers, 
nursery school teachers and teachers of the handicapped; 
among officers of the law, judges of juvenile and family courts, 
probation officers, and most certainly the cop on the beat. 

Only when these members of the helping professions have 
solid understanding of human relations can they carry out 
their own jobs adequately. In addition, they become inter- 
preters of human relations to all the rest of the population. 
They need mental health knowledge, and the mental health 
fields needs them. 

What is it we want these people to know? I think of this 
as falling into two main categories: (1) Facts; (2) Under- 
standing. 

Teaching facts is relatively easy, especially to eager-beaver 
young students in training. Here are a few highspots indi- 
cating the kinds of things I would want them to know: 

1. Something about the magnitude of mental disorder—so 
that when they hear that ‘‘mental illness is our number one 

* Paper read in the section on ‘‘Community Partnership in Mental Health’’ 
during the Fifth International Congress on Mental Health, Toronto, August 14-21, 


1954. 
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health problem’’ it will have some meaning for them, and they 
will not pass it off as another scare-head slogan designed to 
raise money. I would like them to have quite a number of the 
more significant statistics at their finger tips, such as: 


One out of every twelve children born in the U. 8S. each year will some- 
time during his life suffer a mental illness severe enough to require 
hospitalization. 


The patients in mental hospitals make up one-half of all patients in all 
hospitals in the U. S. 

2. I would want them to have a conception of the scope of 
mental and emotional disturbance—so that they would not 
think of it only as a disease of patients in mental hospitals. 
I would want them to see it as a cause of family and community 
breakdown; as a cause of personal misery and friction be- 
tween people. I would want them to begin to see how much 
of the trouble of the world is traceable to emotional disturb- 
ance. I would like them to grasp the full implication of that 
wonderful phrase from the UNESCO charter, ‘‘Since wars 
begin in the minds of men, it is in the minds of men the 
defenses of peace must be constructed.”’ 

3. I would want them to know some of the principal symp- 
toms of emotional disturbance. Practically anybody will 
suspect mental illness if a person walks up and says he is 
Napoleon, or that the little men are chasing him. But how 
many professional people know, for instance, the significance 
of character change? How many can recognize depression 
and realize it should be taken seriously? How many can dis- 
tinguish between behavior problems of children that can be 
handled with a little parent counselling and disturbances 
serious enough to demand psychiatric therapy? 

4, And finally I would want them to know something about 
community facilities: how to find them, how to use them, and 
how to evaluate them. 


Where do you send a disturbed person for diagnosis? 

What do you do about a mentally retarded child? ; 

How do you judge a good mental hospital from a poor one? A good 
nursery school? A good family agency? <A good health department? 

Where do you turn for information? 


(It is surprising how many professional people do not know 
about the organized sources of information in their communi- 
ties, such as the directory of social agencies, or the Welfare 
Council or Community Chest, or the membership lists of pro- 
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fessional associations; they do not know where to inquire in 
order to find out whether a ‘‘therapist’’ is a charlatan or a 
highly trained professional person). 

All of the foregoing I am calling ‘‘Facts.’’ This is ‘‘educa- 
tion about mental health.’’? It is the kind of information 
people need to have in order to fulfill their responsibilities 
both as citizens and professional workers and participate in 
the improvement of their communities. All this is relatively 
easy to impart—although it does take systematic planning. 

Very much more difficult to impart is ‘‘understanding of 
people.’’ This is ‘‘education for mental health.’’ It is what 
people need to know in order to understand themselves and 
others, and to be able to help the people who fall within their 
responsibility. It requires techniques in: 

How to observe. 
How to listen. 
How to talk to a troubled person: 
How do you talk to a frightened patient? 


How do you talk to a defiant adolescent? 
How do you talk to an anxious mother? 


It requires a point of view both deep and broad, about: 


Why we behave like human beings. 

What determines the quality of human relationships. 

What has to happen in order to bring about change in behavior. 

What are the things that facilitate learning or interfere with it. 

Why is it important to understand anxiety. 

What are the basic factors in motivation. 
And a long, long list of other important questions about human 
behavior. 

Now we arrive at the ‘‘How’’ question: How is all this to be 
brought about? The over-all answer seems to be: by providing 
meaningful experiences to people in training. It is, of course, 
all a matter of degree. I do not mean to imply that students 
do not now have meaningful experiences, and in many places 
they learn a great deal about mental health in the regular 
course of their work. I merely want to point out a few of the 
devices that could be used more than they are to bring to 
students this broader understanding of mental illness and 
mentai health. (I shall not try to differentiate between stu- 
dents in training and professional workers on the job who 
are receiving in-service training). 

Here are some of the possible devices for making their 
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book-learning more significant and enlarging their under- 
standing of people: 

1. Visits to a wide range of institutions and agencies, espe- 
cially to mental hospitals and schools for the mentally re- 
tarded. Encourage the hospitals and community agencies 
interested in hospitals (such as local mental health associa- 
tions) to invite students and professional workers to visit; 
and then plan their visits so that they get an impression not 
merely of the institution, but of the people in it and their 
problems. 

2. Attendance at staff meetings in appropriate agencies. 
This can often be arranged with very little expenditure of 
time and no extra staff. The student is simply an observer. 
It may open a whole new world to him. Clinics of all kinds, 
institutions for children and for adults, family agencies, and 
many others may have more to offer the inexperienced student 
than they realize. 

3. Actual work in agencies. This may be a great deal more 
difficult to arrange, but becomes an invaluable experience for 
the person in training. It requires staff time and careful 
collaboration between agencies. A few examples are: medical 
students working in a nursery school; clergymen doing super- 
vised interviewing in a clinic in order to gain experience in 
pastoral counselling; probation officers attached to a court 
clinic; teachers working in a residential treatment center for 
emotionally disturbed children; college students working as 
attendants in a mental hospital during the summer. 

4, Mental health orientation on their own jobs provided by 
. leaders who are familiar both with mental health and with the 
job in question. An example would be a psychiatrically- 
oriented pediatrician giving a seminar for medical house 
officers; or a physician trained in both psychiatry and public 
health consulting with health officers; or a nurse who is 
familiar with child development supervising public health 
nurses. However, professional workers who are well trained 
in more than one field are few and far between. Therefore, an 
alternative may be for the two groups to come together with 
the intention of sharing, in order to discover what each has to 
offer to the other that will broaden his point of view. Some 
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excellent work of this kind has been carried out in the various 
institutes of the Commonwealth Fund in recent years. There, 
in friendly, intimate surroundings, psychiatrists get first-hand 
experience with some of the special problems in public health 
or pediatrics or general medicine; and the specialists or prac- 
titioners get to see at first hand what skillful psychiatric- 
interviewing is and how a psychiatrist looks at some of their 
problems (broken appointments, for instance, or ‘‘uncodpera- 
tive’’ patients, or tension within staff or in community 
groups). In such a setting, atmosphere is, of course, ex- 
tremely important, in order to assure an effective learning 
situation. If representatives of any one group inadvertently 
try to play God, resistance may be set up to such a degree that 
nobody learns much. When the tone is right, everybody 
learns. 

In any situation, where workers from the mental health field 
(psychiatrists or. psychologists) are trying to bring more of 
the mental health point of view to profesional workers in 
other fields, it is exceedingly important that the ‘‘mental 
hygienists’’ (if they may be called that for the sake of brevity) 
work with the other groups on their own cases and their own 
problems., It will not be the same type of situation at all if the 
mental hygienists bring in their cases, or try to present what 
they think the other workers ought to know, without asking 
them what they want to know, or what they feel their problems 
are. The purpose is to enable them to apply mental health 
principles to their work—not to hear about mental health in 
the abstract. 

5. Provide meaningful experiences on the job which give 
workers the feeling of getting help with their problems and 
improving their competence in their own eyes. An example of 
this is Dr. David M. Levy’s ‘‘ Attitude Study Project’’ in the 
N. Y. C. Dept. of Health. Nurses, pediatricians, and general 
practitioners have a chance to observe cases and then discuss 
comparable aspects of their own work under a variety of 
circumstances. For example: first they will read brief sum- 
maries of the cases to be seen during the morning session of 
a Child Health Conference (well-baby clinic). Then, through 
a one-way screen, they watch an experienced physician inter- 
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viewing mothers and examining babies. Then they have an 
hour-and-a-half staff conference (with sandwich luncheon) to 
discuss what they have been seeing during the morning. They 
thus carry back to their own jobs new points of view about 
mothers and children and how to conduct a clinic. 

6. Stimulate research by staff members. Research is a 
magic word, but few professional workers have grasped the 
true meaning of the research idea: the testing of hypotheses. 
In fact, not many are skillful even in systematic recording of 
data. Back in the days when insulin shock therapy was first 
introduced in this country, mental hospital superintendents 
reported that their staffs became fired with enthusiasm for 
research in a way that revitalized all their work. The same 
thing has been happening in Dr. Levy’s ‘‘Attitude Study 
Project.’? Doctors and nurses are beginning to set up their 
own little research projects around such questions as: 


Why do mothers come to a child health conference? 

How do mothers react when you compliment their babies? Do these 
reactions correlate with other observed characteristics of the mother, such 
as degree of maternalism? 

What questions are most likely to get a mother to ‘‘open up?’’ 

In the limited time available in a child health conference, what can the 
doctor or nurse do to help a mother with her own personality problem or 
a behavior problem of her child? 


These and countless other questions which get tossed around, 
send the staff back to their work with eyes wider open and a 
new readiness to absorb ‘‘mental health principles.’’ 

Here then, are my half-dozen suggestions on the mental 
health training of professional groups: 


. Visits to institutions and agencies. 

. Attendance at staff meetings. 

. Work in agencies and institutions. 

. Mental health orientation on the job, offered in an 
atmosphere of learning from each other. 

. Meaningful experiences on the job to provide help 
with problems and improve competence. 

6. Research. 


You will understand of course, that with these examples, I 
have only been trying to hit a few high spots. Many, many 
other examples might be quoted. Much exciting experimenta- 
tion is going on these days in how to teach mental health 
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principles. All workers in mental health are more aware than 
ever before that static book-learning, lectures at people, the 
standard text-book methods will not do the job. Professional 
workers must absorb mental health principles through mean- 
ingful experiences that touch their own lives. They must learn 
how to talk with people, not at them. I have tried to suggest 
here a few devices to supplement the text-books, and bring to 
professional workers in training the kinds of understanding 
about mental health that will enable them to help others. 





THE BEST IN LIFE AT EVERY AGE * 


FRANCES M. WILSON 
Director of Guidance, Bureau of Educational and Vocational Guidance, Board 
of Education of The City of New York 


T was George B. Shaw who said, ‘‘It’s too bad that youth 
is wasted on youth.’’ In his cynical way, he was express- 
ing the nostalgic appreciation of adults for the period of their 
lives which in retrospect becomes roseate. Does youth ap- 
preciate youth? Do teen-agers look upon the period from age 
twelve to twenty as the best years of their lives? 

There can be no unequivocal ‘‘year,’’ for two facts seem to 
prevail if one questions large numbers of teen-agers, or reads 
what they write on the subject. First, there is a direct rela- 
tionship between the joy one finds in one’s teens, and the 
adequacy of one’s emotional adjustment. This is not true 
solely of the adolescent years, of course. Second, and of far 
greater social and psychological significance, however, is the 
fact that far more girls seem to view their teen-age years 
as the best years of their lives than do boys. 

The reasons for this are illuminating: numerous boys— 
regardless of their intelligence level, or their economic posi- 
tion—feel pressures toward goals and toward accomplish- 
ments. They mention repeatedly that their happiest years 
will be achieved when they have proven their ability to estab- 
lish and provide for their own homes and families. Boy after 
boy, when interviewed informally, looked toward his early 
twenties with yearning. The demands of military service will 
have been met—and the thought of military service for many 
boys is distasteful, although they have come to accept the con- 
cept of necessity in relation to it—so that phase of life will 
be behind. 

Even though they phrased their comments half humorously, 
many boys referred to the fear in their teens of being ‘‘ trapped 
by a dame.’’ The fact that fifty per cent of the girls are 

* Presented at the annual meeting of The National Association for Mental 


Health, New York City, October 23, 1954. 
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married in their teens has had an effect upon teen-age boys. 
Many of them view themselves as ‘‘guys at the mercy of 
dolls.’’ The predatory, attractive teen-age girl they look 
upon with upsetting ambivalence. The swish of a crinoline 
attracts and repels because they are afraid of being snagged. 
They feel chased, and look forward to the period as less nerve 
wracking when the chase will have ended. 

A further factor of importance among boys stems from the 
fact that proportionately many more of them have passed 
through a period of maladjustment (in a ratio of three boys 
to one girl), than have girls. Some of them have thus had 
sapped from them the capacity to enjoy. 

Girls, on the contrary, tend in considerably larger numbers 
to look upon their teens as the best years of their lives. They, 
too, refer to the conquest of the male—but for them it is an 
exciting experience for which they feel an emotional readiness 
denied the boys. During a good portion of their teens, girls 
have greater emotional maturity for the situations in which 
they commonly find themselves than do the boys. Conversely, 
while they view with anticipation the period of their twenties, 
with the satisfying status-gains achieved as a young wife, 
nevertheless, they are concerned lest they be ‘‘trapped’’ by 
the demands of homemaking, motherhood, or the dual responsi- 
bilities of working and keeping a house. 

Several other factors enter into the formulation of the girls’ 
greater readiness to accept the teen years as the best years 
of their lives. Almost every teen-age girl today is pretty. 
Where nature has failed, science has prevailed. Leading 
stylists design clothes especially suited to her. The average 
teen-age girl knows she is attractive physically—and derives 
great pleasure from her narcissistic moments. The teen-age 
boy, on the other hand, although proud of his physical powers, 
otherwise often views his appearance somewhat dimly. 

Society itself encases the teen-age girl in an aura of ap- 
proval and protection more often than it does a boy. The 
cultural mores are weighted in favor of the girl at this period. 
Greater demands are placed upon the boy by his family. 
While he may be accorded more freedom, added evidences of 
responsibility and productivity are demanded of him than of 
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his sister. The girl finds pleasure in her protected rdle— 
especially because it is within the satisfying framework of 
the accepted freedom of women in a modern world. The 
teen-age girl of today has learned to take advantage of this 
combined réle society accords her of emancipation and pro- 
tection. Her mother was more prone to view her lot with 
disfavor because she looked upon the privileges of the male 
with envy. 

Large numbers of adolescents, however, look upon their 
teen years as the best years of their lives. They burst forth 
in their enthusiasm about the newness of so much in their lives. 
There is the excitement of new learning. Able students, in 
particular, talk about the excitement of science—of the new 
knowledge each day in physics—the excitement of studying 
about world affairs. ‘‘New,’’—‘‘exciting,’’—these are the 
key words! 

Adolescent boys and girls revel in their physical vigor, in 
their physical strength. Sexual awareness, too, is exciting 
and they talk of it with great freedom. Girls enjoy ‘‘dating’’ 
and all the symbols accompanying it. Boys believe girls are 
here to stay, and, even though fearful of the contacts, many 
are appreciative of the zest, the sense of physical well-being 
that they find in social associations with girls. They comment 
on the increased sexual freedom they have—though much of 
the ability to handle this freedom is at the verbal rather than 
at the emotional level. Much of the reliance today upon 
‘‘ooing steady’’ comes from insecurity in the area of adjust- 
ment to the opposite sex. Many teen-agers are frightened by 
the freedom found; the unsupervised home where both parents 
work; in fact, by the continuous emphasis upon sex found in 
modern life. 

Teen-agers appreciate also the economic prosperity of our 
times. Homes are more prosperous and teen-agers enjoy 
many physical comforts denied their parents. Many parents, 
themselves teen-agers during the depression, go to ill-advised 
lengths to supply the wishes of teen-agers for those things 
dear to their hearts. Often, through an extravagant purchase 
for a teen-age son or daughter, parents are giving surcease 
to emotional hurts they received as teen-agers in the bleak 
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thirties. Adolescents are not unaware that these are ‘‘good’’ 
times. Some of them, fearful that they may not last, feel that 
these, after all, have to be the best years. 

Adolescents, too, find great pride in their ability to get and 
hold jobs. According to the U. S. Bureau of Labor Standards, 
one in every four students worked in 1950. In 1940, on the 
other hand, it was one in twenty-five. According to this same 
source, today one child in seven is now working 35 hours a 
week outside of school. This is almost a full-time job, and 
far too heavy a burden for a teen-ager. Among some students, 
the effort to carry a heavy work program as well as a full- 
time school program has led them to believe that when school 
is eliminated, the years of their lives will be better. 

Sometimes as adults we forget that many teen-agers today 
have lived all their lives in the shadow of war. Even prior 
to December 7, 1941, their lives were affected by war in 
Europe. This familiarity with war philosophy has brought 
about something of an apathy, so that teen-agers are less 
likely to view world conditions as affective forces in their 
lives. While immediately following the involvement of the 
United States in the Korean War, there was definite evidence 
of extreme unrest among teen-agers in face of service in a 
shooting war, termination of hostilities has brought a measure 
of security. Military service is looked upon as a necessary 
evil—but the imminence of death has been removed. With 
the ebullience of youth, teen-agers look upon world conditions 
more favorably. Rather, they have learned to live with 
world conditions better, perhaps, than adults. There is danger 
in their apathy, however, and adults have a heavy responsi- 
bility to provide them with a sense of personal security, and 
yet not at the cost of national and international security. 
They can be helped to include in these best years even greater 
social awareness than they now possess—and let us not fail 
to recognize that the vast majority of them are far more alert 
to social problems than were the adolescents of our own and 
other generations. While teen-agers strike against teen-agers 
in Delaware and in Maryland, for none of them can it truly 
be the best years of their lives. Teen-agers in America can- 
not afford to be complacent about the best years of their lives 
as long as teen-agers elsewhere live behind the Iron Curtain, 
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as long as in America there are teen-agers for whom what 
could be the best years become the delinquent years. 

There is grave danger that in our very rightful concern 
about the problems of juvenile delinquency we tar all teen- 
agers with the same stick. It is important to emphasize con- 
stantly that the vast 95 per cent are remarkable normal young 
people, although perhaps a per cent of this group may also 
need special help. They manifest much greater maturity than 
did many adolescents of an earlier age. Criticism is directed 
at their school achievement—yet many, many more of them 
are attending secondary schools than attended in 1900, 1910, 
1920. They maintain stability in face of vast technological 
changes. We deplore their interest in hot rods, television, 
and comic books. Is there not perchance a possibility that we 
were good only because there was less chance to be bad? Or 
perhaps the raccoon-clad lad was only a figment of John Held, 
Jr.’s, imagination, and the flapper in the roadster only a myth 
that the grandfather of today’s teen-ager made up. 

We cannot deny that if we are to insure that the teen years 
are to become the best years for all adolescents certain goals 
must be achieved: 

1. We must eliminate the destructive pecking among pro- 
fessional personnel of various school levels—and recognize 
that at each level, elementary, junior high, and senior high, 
important contributions are made by each group; that the 
sins of each group are about even, and that no good is gained 
by belaboring them. 

2. We must restore to the teaching profession the dignity 
it has lost from internal and external causes. We must recruit 
and hold good teachers, who must find pride in the job to be 
done. 

3. We must insure sound education for all our children, but 
particularly our adolescent children, by investigating the pur- 
chasing power of the educational dollar. There is no use in 
waiting until the hour before the budget hearing to get behind 
the educational budget. What can we buy with our educational 
dollar, is a question that should be raised in every home now, 
and at every canasta party. 

4. We must stop trying to fix blame for our failures among 
the home, the church, the school, the clinic, the court. It is 








488 MENTAL HYGIENE 


time that we become emotionally adult enough to say, ‘‘To- 
gether, we’ve messed the job with about five per cent of our 
population. Together we'll have to do something about it.’’ 

5. We must take steps to bring clinicians and school person- 
nel to an even greater awareness of each others’ contributions. 
The clinicians need to know more about the classroom, and 
the teacher needs to know more about the clinic. 

6. We desperately need new school environments, and im- 
proved curriculum practices for that portion of our school 
population who are round pegs in the present square holes. 
We have not yet had the courage to face the fact that for some 
of our public school population a ‘‘living-in’’ school must be 
provided. The case histories of some of our children, if told, 
would make us marvel not at those who do not adjust, but 
the extraordinary emotional stability some of them demon- 
strate under conditions that would lead many of us to a quiet 
psychosis. 

7. We must woo the leaders in mass communication media 
to appreciate that continuous attacks upon school and lurid 
reports of the exploits of juvenile delinquents are doing irrep- 
arable damage to our young people and to our educational 
system. 

When we have accomplished these things, surely we may 
look upon the years in which we accomplished them as the 
best years of our lives. 





PHYSICAL AILMENTS AND THE 
FRIGHTENED CHILD 


EDWARD PODOLSKY, M.D. 
Assistant Clinical Psychiatrist, Kings County Hospital, Brooklyn, New York 


ANYTHIN G that is unusual is always productive of fear 
in children. The least departure from the everyday and 
the routine, particularly when it is emotionally charged, gives 
rise to fears and anxieties. The child whose health is seri- 
ously impaired is not able to ward off fear when he is con- 
vinced that his ailment is a threat to his everyday way of 
living and his ordinary activities—and quite often to his life. 
. The most serious, as well as the most common, diseases 
that generate fear in children are tuberculosis, diabetes, 
rheumatic heart disease, and nerve disorders. The chronic 
nature of these ailments and the sense of helplessness and 
hopelessness that they generate provide fertile soil for fear. 
The very word, tuberculosis, to the child connotes danger, 
disaster, and death. It is a frightening word, one that arouses 
intense anxiety. The child who knows that he is suffering 
from tuberculosis is quite often preoccupied with thoughts 
of death and dying. In quite a few cases, the child suffers 
from insomnia because he has a fear of dying while asleep. 
In many children’s minds tuberculosis is regarded as an 
incurable disease and for that reason is associated with an 
early death. 

It is quite natural that the child who is constantly pre- 
occupied with thoughts of death and dying will have a marked 
tendency to deny that death is a dreadful reality. He is torn 
between the realization that death is real and the ardent wish 
that it were not; in time the child experiences feelings of 
gloom, depression, and fear. 

A natural response to danger or any threatening situation 
is heightened physical activity—in an attempt to run away 
from the danger. The tuberculous child is restricted in his 
activity because of his ailment. The essential part of his 
treatment is rest—enforced inactivity. He cannot take part 
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in the normal, everyday activities of other children. In this 
situation phantasy is an outlet that affords him some degree 
of relief. This phantasy assumes a form in which he pictures 
himself in constant physical motion—running, roller-skating, 
skipping rope, playing baseball, dancing, and so forth. The 
child has a marked inclination to dramatize this phantasy ; 
he visualizes himself as an individual of quite tremendous 
physical proportions, with unusual physical prowess. But 
the relief of phantasy is short-lived, for he realizes that he 
must be restricted in his physical actions, that he must rest 
and be quiet—and this generates severe conflicts. 

The tuberculous child has a feeling that he is constantly 
threatened. He is aware of all sorts of aggressive and dan- 
gerous figures—ghosts, murderers, robbers, giants, witches. 
The very environment is full of aggressive forces that threaten 
him. To counteract these, he resorts to wishful thinking; he 
refuses to face the reality of his situation; he often has a 
tendency to deny that he is really as sick as he actually is. 

Because he is rather severely handicapped by his ailment, 
the tuberculous child has marked feelings of inadequacy, 
insufficiency, and helplessness as well as fear. He is unwilling 
to face his problem realistically and this, in time, reflects on 
his reactions in general. He becomes vague and uncertain 
about a great many things; there is a lack of definition in his 
concepts of quite ordinary and everyday affairs. 

It has been observed that the child suffering from tubercu- 
losis has a tendency to suffer in his interpersonal relation- 
ships. He has limited emotional contact with others, and 
there appears to be no real desire for emotional exchange. 
He is emotionally insulated; he tends to live in an emotional 
vacuum. He is constantly seeking for support and reassur- 
ance from those about him. The reason for this obviously is 
that he is not able to maintain simple daily routines because 
these are constantly being threatened by his ailment. 

The tuberculous child has the feeling that he is living in an 
unfriendly world—a world that is kind and protective to other 
children, but not to him. The world outside is full of strange, 
forbidding, dangerous, and threatening forees—and he is 
afraid. He is frightened because he feels different and apart 
from other children; other children may play, have fun, go to 
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school, be unrestricted in their movements, and have plans 
for the future. He cannot do these things, and this fills him 
with dread. 

Many tuberculous children feel that their parents have 
rejected them. They feel isolated from the world outside and 
rejected inwardly because they cannot play with other chil- 
dren and cannot react with their normal instincts to everyday, 
ordinary situations. 

In any prolonged, confining, and anxiety-producing illness, 
there is a tendency toward regression—going back to a more 
pleasant stage in life. For this reason many tuberculous 
children are not as mature as children in good health; they 
tend to be more infantile and dependent in their behavior. 
Fortunately, in most instances, this is of only short duration. 
The tuberculous child fights to resist these regressive trends; 
he tends to avoid dependency, and part of the difficulty in 
his management appears to be related to the drive to main- 
tain some degree of independence. However, regressive 
tendencies are often found in the acute stages of tuberculosis 
and whenever fear and anxiety are most acute. 

One of the most irksome things to the child with tuberculosis 
arises from the fact that he must be isolated and subjected 
to all kinds of precautionary measures. This serves to 
increase his feelings of anxiety and apprehension. He feels 
stigmatized as well as fearful. 

The tuberculous child quite often has the feeling that he 
is being constantly wronged; he responds with aggression and 
defiance of authority. He reacts in a markedly exaggerated 
manner to any deprivation and criticism. In some instances 
the tuberculous child has quite marked feelings that the whole 
world is conspiring against him. This tends to increase his 
fears and anxieties. 

The child ill with tuberculosis quite often has a tendency 
to defeatism because of a potentially hostile and unfriendly 
world, too unreliable and unfair to satisfy his needs for 
security and freedom from fear. The problem of defeatism 
may be viewed as a potential way of life, a design for living, 
which is in keeping with the personal needs of the child, who 
has been overwhelmed and thwarted in his attempts to live a 
normal, active life. The child is not only reacting to a difficult 
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situation, but is actively contributing to it in a manner that 
leads to an increasing need for self-deception and a diminish- 
ing sense of self-esteem because of his constant fears. 

When fear is diminished or eliminated by proper psycho- 
therapeutic measures, the tuberculous child can make a satis- 
factory adjustment to his illness. 

Like tuberculosis, diabetes is a chronic ailment that restricts 
and modifies a child’s way of life and of living. The onset of 
diabetes in a child is in most families regarded as a catastro- 
phicevent. The initial reaction of the family to the knowledge 
that a child has diabetes is naturally one of great emotional 
disturbance and bewilderment. The sooner the mother calms 
down and accepts the fact that the child has diabetes, the 
sooner the child also tends to overcome his initial shock on 
learning that he must from now on lead a different sort of life. 

It goes without saying that the manner in which the parents 
react to the chlid’s disease has a great deal to do with how 
the child will accept his ailment. Parental reactions to the 
diabetic child may be either of two types—oversolicitous 
coddling or resentment and rejection. Both these attitudes 
tend to generate fear in the child. When the child is over- 
protected by an overanxious mother, he develops into a pas- 
sive, dependent, infantile type, tremulous and fearful in all 
his actions. When he is rejected and resented, he becomes 
an aggressive personality whose aggressiveness and belliger- 
ency are actuated by fear. 

In addition to adjusting to parental reactions, the diabetic 
child has special problems in sibling relationships associated 
with special and restricted diet requirements. When he sees 
that his brothers and sisters are able to eat what they want 
and that he is restricted in his diet because his life depends 
on it, he becomes fearful lest he inadvertently make a dietary 
misstep. 

Even when the attitude of the parents toward his illness 
is a healthy one, the diabetic child suffers insecurity in his 
social relationships because of his inability to participate 
fully in all active sports. Since he realizes that overactivity 
of any kind will upset his body chemistry in such a way as 
to result in coma and other dreadful reactions, fear is upper- 
most in his conscious thoughts. 
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In general, diabetic children show great variations in their 
characteristic behavior and personality. A few are happy, 
outgoing, and fairly well-adjusted, but when aware of their 
ailment, they tend to be anxious and frightened. Others suffer 
from various personality and behavior disorders. Being 
frightened, they become obsessive; they experience all sorts 
of unpleasant thoughts that intrude into their minds. Still 
others become compulsive; they feel that they have to do 
things in a certain way, like arranging their materials in a 
particular fashion, or practicing their music lessons at a 
certain time. These mannerisms serve in a way to reduce 
the inner fears and tensions that have been generated by their 
restricted and regimented life. 

The diabetic child is often a frightened child because his 
way of life is different, restricted, and set apart from those 
of other children. In addition, he has got the idea that 
diabetes is a disease that is incurable, with a tendency to 
become aggravated because of dietary indiscretions. He has 
learned that failure to adhere to a strictly regimented life, 
when one has diabetes, may lead to coma and coma may lead 
to death. For him life is uncertain and, being uncertain, he 
is constantly fearful. 

The child with a heart ailment soon becomes aware that 
the heart is very much concerned with life, and that any 
defect in his heart is a serious threat to his very existence. 
For that reason he becomes anxious and frightened. 

The child whose heart has been damaged by rheumatic fever 
must look forward to a life of limited activity. He cannot 
take part in the ordinary play and games of childhood. He 
must remain quiet during a period of his life when physical 
activity is an essential part of living. He must learn to derive 
satisfaction from relatively sedentary activities, and this, for 
a child, is extremely difficult, emotionally unsatisfactory, and 
productive of a sense of helplessness and fear. 

In time the child whose ordinary, everyday activities must 
be restricted because of his heart condition begins to feel that 
there is something seriously wrong with him and that he will 
die if he tries to act as other children do. Fear becomes the 
uppermost emotion in his life. 

The frightened child with rheumatic heart disease mani- 
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fests his fear in various ways. He may refuse to talk about 
his feelings, or excessive, but evasive, talkativeness may be 
used to cover up his fear. Fear may spoil his desire for food, 
or it may interfere with his sleep. Fear may be the reason 
why a child will not be as active as he is permitted to be. On 
the other hand, fear may accumulate to the point where the 
child becomes restless, overactive, explosive, and unable to 
remain in bed. The frightened child with rheumatic heart 
disease must constantly be reassured about his ailment. 

The child with rheumatic heart disease constantly has a 
feeling of being insecure, as well as vulnerable and touchy. 
He feels himself to be a misfit. He lives in fear, anticipates 
fear, and reacts to it quite severely. 

Another effect of rheumatic heart disease on the child’s 
emotional life is in his capacity to deal with his problems 
aggressively. The normal child is able to deal with most of 
his problems in a normally aggressive manner, and in this 
way is able to protect himself. The normal child expresses his 
aggressiveness in physical activity, quite often vigorous 
physical activity. The child with rheumatic heart disease is 
unable to do this. He must avoid all expression of aggressive- 
ness because this is dangerous to his well-being, and because 
he is frightened. 

Fear interferes with the emotional growth of the child with 
rheumatic heart disease. The frightened child is afraid to 
grow up. Thus, instead of becoming increasingly independ- 
ent, the frightened child finds a doubtful security in maintain- 
ing his dependence on others. Instead of gradually trying 
out more and more mature ways of behaving, the frightened 
child clings to relatively immature ways of conduct or even 
reverts to infantile behavior for his satisfactions. 

Diseases of the nervous system are also productive of fear 
in children. Among the most common of these is epilepsy. 
Epilepsy is an ailment that is usually of several years’ dura- 
tion. The period of treatment in the majority of children is 
measured in terms of years and sometimes of a lifetime. Quite 
a few of these children become discouraged because of the 
disease. The constant anticipation of another ‘‘fit’’ is pro- 
ductive of fear. The uncertainty of being free from a sudden 
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seizure in school, at play, or away from home results in a 
constant state of fear and apprehension. 

The emotional life of the epileptic child is different from 
that of the normal child. Usually some emotional instability 
is apparent, and a rather immature intellectual approach to 
the problem is customarily employed. There is evidence that 
the inner life is less rich, and that less inner stability exists. 
Interest in social contacts is evident, but an egocentric, impul- 
sive approach characterizes the response, less than the desired 
amount of social adaptibility and conformity being apparent. 
These are the manifestations of a frightened child, frightened 
because of his ailment and the uncertainty of his opportunity 
for a normal life. 

For the most part, the epileptic child should be kept in 
school unless the frequency of the attacks unduly disturbs 
the routizie of the classroom, or unless marked mental deterio- 
ration requires special treatment. Education of other mem- 
bers of the family in regard to the child’s illness is of great 
importance. Excessive attention and oversolicitude should 
be discouraged. The family should not be allowed to make a 
chronic invalid of the child, for this only serves to increase 
his fears. 

Cerebral palsy is another nerve disorder that is productive 
of fear in children. Cerebral palsy is a crippling disease 
that quite often results in severe emotional disturbances. The 
child with cerebral palsy must be treated and trained for many 
years to overcome his severe disabilities. 

The program for the cerebral-palsy child has as its objective 
the restoration of the child to his maximum physical, mental, 
emotional, and social capacities. The four basic physical 
requirements for daily living are the ability to walk, self-care, 
the maximum use of the hands, and adequate speech. The 
child with cerebral palsy feels extremely helpless and useless, 
with his severe handicaps, and is fearful and apprehensive 
because he is unable to master ordinary life situations. His 
fear is increased when he comes to the desolate realization 
that he is isolated from life because of his handicaps. 

The parents of the child with cerebral palsy can do a great 
deal to help him overcome his fears. Confidently expecting 
the child to succeed will strengthen his efforts to succeed, even 
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when he is severely handicapped. General approval, by giving 
him sanction, assurance, or appreciation, encourages him to 
try to overcome the limits of his physical capacities and his 
fears. Preparing in advance for the child’s success in a physi- 
cal action enables him to get the best results from any effort 
he may put forth, gives him more confidence, and lessens 
his fears. Sometimes giving more help than is needed to com- 
plete an undertaking makes it pleasant and satisfying to the 
handicapped child. The child with cerebral palsy can be made 
to realize that he can lead a fairly normal life within his 
physical capabilities. This will give him a sense of security, 
with a tendency to be less fearful. 

Chorea is another not too uncommon disorder in childhood. 
Many children suffering with chorea are also emotionally 
disturbed. In general, they are overactive, have a short atten- 
tion span and poor concentration. These children, because 
of their nerve disorder, acquire a feeling of being different, 
of not belonging, of being out of ordinary daily activities, and 
this leads to fears of various sorts. 

Such children are constantly thwarted by their own poor 
performance and hounded by the reactions of impatient and 
intolerant parents. As a result they turn to other compensa- 
tions, usually undesirable behavior and mischief, or they with- 
draw into themselves. Continued lack of success embitters 
and frightens them. Their emotional irritability and excita- 
bility can create even more misery for them, depending on the 
responses aroused in others. Frequently they are beaten, 
deprived, and ostracized for traits and behavior beyond their 
own poor power to control. Continual rebuffs and hostility 
to an organically irritable, uncontrolled, and destructive child 
can only serve to aggravate his fears. 

What can be done to help the child who is frightened because 
of his ailment? The child should be encouraged to talk about 
his fears freely. Frank discussion of fears helps the adult 
to understand their cause and gives him an opportunity to 
provide reassuring facts and correct misinformation the child 
may be harboring. Also, verbal expression of fear is a good 
way of reducing emotional tension. 

The emotional disturbance of a child with a chronic ailment 
is often more than a simple fear of death. Often he has the 
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feeling that he is not getting as much out of life as he should 
because of his disease. The child who must limit his activities 
becomes bored, lonesome, and frustrated. He cannot do what 
he wants. This makes him feel different from other children, 
as well as inferior and inadequate. Patient explanation of 
the whys and wherefores of precautions in a disabling ailment 
will often help the child to readjust himself to them and give 
him greater emotional stability. When he has adequate 
information about his disease, when he learns to accept it and 
to live within his physical capabilities, he will be less fearful 
and much better adjusted within himself. 





BOOK REVIEWS 


PERSONALITY AND ADJUSTMENT. By William L. Patty and Louise 
Snyder Johnson. New York: McGraw-Hill, 1953. 403 p. 


This is a mental-hygiene text designed for the layman and the 
college sophomores. Much of it is easy reading, often spiced with case 
studies, and frosted with several score of illustrative photographs and 
apt cartoons. Students will quickly discover, however, that the con- 
tent is not superficial. It has substance and a wealth of significant 
detail. It is well written and well organized. 

Part I defines the problem, suggests the need for personal adjust- 
ment, and presents samples of mental-hygiene programs from many 
fields. Part II discusses motivation, psychosomatics, culture, and 
perception. Part III is concerned with personality development, with 
principles of learning, with the structuring of personality, and with 
the mechanisms for maintaining adjustment. Part IV applies 
mental-hygiene principles to courtship and marriage, to home and 
family life, and to the problems of the handicapped and delinquent. 
Part V encourages students to understand themselves, outlines coun- 
seling and therapeutic methods, and discusses criteria of mental 
health. The questions at the close of each chapter stimulate indi- 
vidual thought rather than memorization of the text. 

FRANK K. SHUTTLEWORTH 

The City College of New York 


CouNSELING: THEORY AND Practice. By Harold B. Pepinsky and 
Pauline Nichols Pepinsky. New York: The Roland Press, 1954. 
307 p. 

A decade or so ago, one had to search the book marts for publica- 
tions on counseling. Lately these same marts have been flooded with 
such literature, some of it oversimplified, much of it dealing out and 
redealing the same professional clichés, techniques, procedures, and 
theories of counseling. As a result the title of the Pepinskys’ volume 
suggests at first glance just another such book. However, from the 
very first page one realizes that here, under a seemingly old and 
worn-out heading, is something quite different in approach. 

From chapter one, paragraph one, throughout the eleven chapters, 
the authors contend that ‘‘the psychologist who engages in counseling 
can be both practitioner and scientist’’; that he can and should ‘‘con- 
tribute to knowledge while helping clients.’’ 

In chapter after chapter one comes across urgent insistence that 
‘‘a counselor need not be a less competent practitioner if he is a 
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more respectable scientist’’; that, ‘‘if he is to make claims for the 
efficacy of his practice, he must be willing to subject ideas to empirical 
test.’’ 

The Pepinsky team goes so far as to threaten—a threat well posed— 
that unless the counselor is willing to take on the dual role of practi- 
tioner and scientist and ‘‘perform these dual functions, he may find 
himself severely restricted in employment opportunities.’’ The 
authors further urge that training curricula be revised ‘‘to combine 
in the same course theoretical experimental knowledge with practical 
application,’’ and that training institutions move ‘‘in the direction 
of selecting potential practitioner-scientists for the clinical areas.’’ 
Throughout the book, no matter what the chapter headings, one 
encounters the insistence that the counselor ‘‘function in ways that are 
scientifically meaningful and socially useful’’ and ‘‘apply scientifically 
derived methods in his work as practitioner.’’ A greatly needed 
approach in the field of counseling. 

The whole of Chapter 1 is dedicated to the contention that the 
dual réle is a must if there is to be validity to and progress in counsel- 
ing. In this framework, the Pepinskys list as some of the counselor’s 
functions, ‘‘the continuous use of observation and inference, the 
examination and reéxamination of observations and inferences for 
scientific accuracy, the assessment of behavior changes in a client 
during and after counseling,’’ etc. 

Having stated and reiterated the keynote of their book, the coun: 
selor as practitioner-scientist, the authors take up a review of the 
various theoretical and systematic approaches in working with clients 
(chapters 2 and 3). Then follows a presentation of such topics as a 
learning approach to the understanding of client behavior (Chapter 
4) ; anxiety as irrelevant drive (Chapter 5) ; social conditions relevant 
to the learning of the client (Chapter 6) ; the functions of observation 
and inference in counseling (Chapter 7); the unique character of 
the counseling process proper (chapters 8 and 9); and problems of 
assessment and instrumentation (Chapter 11). Three excellently 
presented cases, with anxiety as a central construct, serve admirably 
as illustrative material for concepts developed in earlier chapters. 

The book ends with an extensive, well-selected, useful bibliography. 

Counseling: Theory and Practice is not easy reading. It is not a 
volume you would pick up to while away a few leisure minutes. It 
is a penetrating, scholarly approach to the subject of counseling and 
has to be read thoughtfully, critically. It is not a reference book 
for the untrained person engaged in so-called ‘‘counseling,’’ but is a 
top-level text for the professional counselor. One might wish that 
the section on ‘‘Practice’’ could have been extended and elaborated 
and the topic covered as thoroughly as that on ‘‘Theory.’’ 
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Although at times the style becomes somewhat verbose and there 
seems too much effort at clarification by the usage of the phrase, ‘‘in 
other words,’’ on the whole, the authors make their statements clearly, 
precisely, and convincingly. In the early chapters parenthetical 
references are, on occasion, distracting. Five parentheses in ten lines 
do not make for smooth, easy reading, but the use of them is under- 
standable in the light of the Pepinskys’ desire for accuracy and 
thoroughness. 

The book is a distinctive contribution to the literature of counseling, 
a must for every professional counselor’s bookshelf and trainee’s list 
of textbooks—a grand and scholarly piece of work for which the 
Pepinsky team is to be congratulated. 

E. M. DIMcHEVsKY 

University of Denver 


THE SEXUAL OFFENDER AND His OFFENSES: ETIOLOGY, PATHOLOGY, 
PSYCHOPATHOLOGY AND TREATMENT. By Benjamin Karpman, 
M.D. New York: The Julian Press, 1954. 744 p. 


Karpman’s new work is stated by the publishers to be the legitimate 
inheritor of Krafft-Ebing’s Psychopathia Sexualis. It is a formidable 
book on an important subject, solidly based on Karpman’s thirty-three 
years of experience with sexual offenders and sexual patients. In 
some ways the volume suffers from defects, but in the main it tran- 
scends Krafft-Ebing’s work, since beyond descriptions of cases, it 
reports a viewpoint—a viewpoint that is the essence of modern physi- 
atric criminology. 

It is essential to recognize that Karpman’s work in establishing this 
viewpoint has gone a long way toward nurturing the growth of the 
study of sexual deviates and criminologie psychiatry. The present 
volume is written in a spirit that has evolved out of Karpman’s years 
of devotion to the neglected ‘‘psychopathic’’ sexual offender and 
sexual deviate. It partakes of the spirit of honest conviction and 
the intense wish for practical result that characterize the author. 

The field of sexual deviation is complex, with many interdigitating 
facets. For this reason it is difficult to review this book systematically, 
but it is to be noted that Karpman has taken heed of an earlier lack 
in his writings—namely, that of conciseness. Here he has summarized 
each chapter and has carefully kept close to the practical, clinical 
side of the picture. Theoretical discussions are at a minimum. As 
he states in his foreword, Karpman’s wish is to ‘‘synthesize and cor- 
relate’’ the field as a whole and to weave it into a structure that can 
become part of a positive mental-health program that might reorient 
the legal view of the sexual offender. The volume is divided into two 
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parts, the first being a review of the literature from 1912 to 1951, 
with a thorough abstracting according to subject heads, as Sexual 
Offense, Sexual Types, Classifications, Disposition, Victims, Social 
Factors, Motivations, Homosexuality, Exhibitionism, and so on. 
Every facet of the sexual offender and his behavior and relationships 
is covered through careful abstracting and cross-abstracting, with 
explanatory case reports, opinions, and raw data. Part I of the 
book is thus virtually an encyclopedia of every aspect of the subject 
of sexual offenders up to 1951. This summary of the literature is of 
great value and should simplify the work of researchers and psychi- 
atric practitioners in this field who wish to check their own 
observations. 

In the latter part of the book is a critical survey of this same 
literature by one Edna Florance (p. 625 et seg.). This survey covers 
some 50 pages and is the first objective review of psychiatric literature 
by a non-medical person of which this reviewer is aware. Miss 
Florance’s abstracting is critical. She pulls no punches in her wish 
to remove confusion and expose platitudes, sometimes taking the wind 
out of the sails of those of us who have attempted to contribute to 
the literature. When she writes that a study is ‘‘ vague and inclusive’’ 
(p. 636), or that an author has ‘‘no particular reason to write this 
article’? (p.660), one is struck by the truth of her implied charge 
that writing on sex offenses is repetitious and unrevealing. ‘iiss 
Florance’s critical abstracting is a sobering and salutary experience 
for clinical workers in this field. 

In addition to the discussion of literature, a ‘‘Psychogenie Inven- 
tory’’ for the study of a sexual case has been included (p. 695 et seq.), 
as well as an arboreal diagram depicting the position of sexual offenses 
in psychiatric nosology (following the index). One more unusual 
aspect of this volume is the inclusion of full discussions by such men 
as Overholser, Rabinovitch, Cruvant, Tappan, Eliasberg, and so on, 
at three lectures given by Karpman, which embodied his thoughts 
and conclusions. 

There is no doubt that Dr. Karpman has gone at the confusing 
problem of the sexual offender from every point of view available 
to him, and has tried with might and main to be objective about his 
own work. Simultaneously, many of his statements are bold, allowing 
full vent to his impatience and irritation with the anachronistic 
quality of the law. The major findings of Karpman’s work are in 
the central portion of the volume (300 pages). These, briefly stated, 
are: that only a dynamic psychiatry can hope to understand the 
tensions and psychologic resolutions of the sexual criminal ; that sexual 
‘“nsychopathy’”’ has no place in psychiatry as a descriptive term, but 
that ‘‘paraphilia’’ is the term of choice—itself defined as extra-biologie 














502 MENTAL HYGIENE 


forms of sexual adaptation; that paraphilia may be expressed either 
in antisocial forms (exhibitionism, sexual assault on a minor, etc.), 
or in social forms (adult homosexuality, fellatio in heterosexual rela- 
tions, etc.) ; that paraphilia is a neurosis arising from the arrest of 
development at psychic levels, entirely similar to those arrests 
(fixations) that occur in neurotic individuals; that paraphilia is 
subject to treatment by psychological analysis just as the neuroses 
are. Further findings are that latent or unconscious homosexuality 
underlies ‘‘virtually all paraphilias’ (p. 319); that masturbation, 
prominent in the histories of exhibitionists and other paraphiliacs 
(p. 325), also has a homosexual basis; that incest fantasies of uncon- 
scious type underlie paraphilias. In all these situations the para- 
philiac ‘‘expedient’’ or resolution (fellatio, cunnilinguis, pederasty, 
voyeurism, ete.) represents a successful (for the individual) flight 
from unconscious incest and homosexual impulses. 

Viewed in this light, all paraphilias—whether they fall within legal 
proscriptions and, therefore, are antisocial, or remain in the twilight 
zone of sexual preferences among adults and hence are not reported 
to the police—are subject to psychodynamic understanding and pre- 
sumably to treatment and cure. Karpman’s central concept separates 
paraphilias from criminal paraphilias only by virtue of legal defini- 
tions, not by virtue of psychodynamic formulations. He further 
indicates that all paraphilias (perversions) have a psychologic mean- 
ing that we may understand, if only our moral judgment as social 
beings is withheld and our psychodynamic knowledge is allowed play 
in an unbiased, scientific manner. 

Because of the wealth of material and the complexity of presentation 
of an admittedly complex subject, one must keep Karpman’s central 
thesis in mind as one reads. This, stated again, is that paraphilias 
represent all forms of sexual activity that run counter to accepted 
sexual behavior, as defined by law and social mores, and to biological- 
procreative aims (p.343). Thus, he develops the theme that para- 
philias may be cultural in origin (1.¢., incest, which itself is not anti- 
biologie in aim), anti-biologic (as transvestism, fetishism, or sado- 
masochism, etc. which are not biologic in purpose), heterosexual 
paraphilias (such as pimping), and even economic perversities, as in 
extreme acquisitiveness. In this sense the author regards sexual 
perversities as one expression of human drives toward negativism or 
an‘isociality : ‘‘If one views our cultural situation sub specie eterni- 
tatis, one can see our whole life is pervaded with perversities, against 
which the perversities in sex life appear as a grain of sand on an 
ocean beach’’ (p. 382). 

The natural consequences of these views leads to a criticism of the 
practical handling of sexual offenders (criminal paraphiliacs) and 
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the social and legal attitudes toward this group. If, Karpman asks, 
we know that paraphiliacs are psychogenic in nature, why should 
they not be delivered into the hands of psychotherapists rather than 
of jailers? Why should they not be recognized as of the same psychic 
structure as neurosis and not damned by being placed in the unassail- 
able container called ‘‘psychopathy.’’ This general argument is 
stated, repeated, illustrated by cases, and analyzed throughout the 
main body of the volume. 

Frequently Karpman indulges in social applications of his ideas, 
attacking legal institutions which have disregarded the essential 
psychologic nature of perversions. Some of these digressions reveal 
a disinclination to understand the slow growth of cultural institutions, 
as when the author states ‘‘the man who coined the terms, reforma- 
tory and penitentiary, must have possessed a grim sense of humor’”’ 
(p. 404). The fact is that the reformatory concept was greeted as a 
progressive step, a reaction to the complacent sadism of pre-eighteenth- 
century penology, when it was ‘‘coined.’’ And his branding of ‘‘ Con- 
ventional Law, Penology, and Criminality’’ as ‘‘social encroachments,’’ 
does more than idealize medicine in its progressive réle—it tosses 
the baby out with the bath water. Be that as it may, Karpman’s 
idealistic indignation is well placed when he pleads that psychiatry 
lead the way to a scientific understanding of paraphilia. 

On clinical descriptive grounds, Karpman is somewhat more secure, 
especially in an interesting chapter called, The Normal Pervert 
(p.416) which gives good descriptions (though not always with the 
dynamic detail that the reader is led to expect) of an assortment of 
paraphiliaes, whose private behavior is exempt from public offense. 
The social ‘‘morals’’ of this group of ‘‘characters,’’ with the exception 
of their specific paraphiliacs, are, in Karpman’s phrase, ‘‘as good 
as any one’s.”’ 

Since the activities Karpman describes in these ‘‘normal para- 
philiaes’’ are hidden from public view, and rarely come for treatment, 
they represent a clinically significant link in neurotic nosology. 
Indeed, the field of sexual practices that depend on polymorphous- 
perverse tendencies or regressive phenomena, if you will, grows so 
large, as investigations proceed, as to bring up the question of what 
‘‘normal’’ sexuality really is, and whether the procreative aim is 
the decisive factor in an objective view of this subject. But society 
draws the lines, and psychiatry must work within them. 

Although many of the author’s reflections and insights are clinically 
derived and shrewdly made, the material for their acceptance is at 
times thinly presented and does not always demonstrate all the steps 
in the process. 

Nevertheless, these minor points do not detract from the main line 
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of argument or the main emphasis. The industry behind the work 
is enormous and thousands of plodding patient-hours are palpable 
through its pages. 

Prepared ‘‘for professional sale only,’’ Karpman’s book could well 
be in the hands of many whose work brings them close to antisocial 
sexual behavior. It furnishes a viewpoint and an enthusiasm that 
must necessarily underlie our struggles to induce legislators and 
society to arrange for the coming task of attacking the neurosis that 
underlies crime, sexual and otherwise. 

This reviewer feels that Karpman has succeeded in bringing to 
light the intricate psychologic-social dynamic factors in sexual devi- 
ations (paraphilias) in a way that outdistances the Kinsey reports. 
In this sense the volume deserves a wider public. It represents a 
sincere effort to remove from the tabloid of human sexual behavior 
those mists of vulgar prurience which our repressed unconscious 
scoptophilia has demanded up to now. 

WALTER BROMBERG 


Sacramento, California 


Berry Lee: CARE oF HANDICAPPED CHILDREN. By Charlotte D. 
Tucker. New York: The Macmillan Company, 1954. 167 p. 


Sometimes clinicians and teachers of handicapped children are 
tempted to say that they are the experts when anxious parents ques- 
tion diagnoses and methods. Only recently are we workers in the 
field beginning to realize that, in spite of our scientific knowledge, in 
a certain sense we are the amateurs and the parents of the handicapped 
the experts, for only those who have suffered and lived with the 
problem can know it fully. 

There have been several excellent books written by such parents, 
from which we can gain insights and some understanding of their 
point of view. Among these is Betty Lee, by Charlotte D. Tucker. 

This book differs from most of the others that deal with young 
children in that it is a report on a handicapped child who is now 
grown up. Betty Lee, victim of a cerebral hemorrhage at birth, is 
now thirty-three years old—able to take in sensory impressions, but 
unable to express herself because of damage to the speech and motor 
centers of the brain. 

Only the poignant first chapter records the individual story of 
Betty Lee and her family. The remainder of the book was written 
to accomplish the author’s twofold purpose—to give help to parents 
of other handicapped children and, if possible, to make some con- 
tribution to the work of teachers and researchers in the field. 

In order to equip herself for the task, Mrs. Tucker kept careful 
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records of her own child, read and studied widely, and made use of 
all the help that specialists, institutions, and organizations could 
offer. The result is a book that contains sage counsel for parents of 
the handicapped, pitiful evidence of how meager present scientific 
knowledge of the problem is, and a restrained, but urgent plea for 
more research and more resources to help the thousands of handi- 
capped children in our country. 

It is natural to compare Betty Lee with Marie Killelea’s story of 
her cerebral-palsied child, Karen. In both books we can find, woven 
closely into the narrative, the importance of religion as a support 
and guide both for the parents and for the child. Each of these 
writers found in religion a way and a meaning. 

The parents of both children experienced great difficulty in finding 
any kind of skilled help, either in physical therapy or in psychological 
adjustment. However, there is a difference. Karen was only nine 
when her story was written, and it is encouraging to note that definite 
advances were made between the time of Betty Lee’s birth and that 
of Karen. Developments in prenatal care, pediatric specialization, 
parents organizations, and educational provisions for handicapped 
children, give hope of better means of prevention and treatment for 


the future. 
Rutu ANNE Korey 


Public School 181, Brooklyn, New York 


Into MANHOOD. By Roy E. Dickerson. New York: Association Press, 
1954. 118 p. 


Boys from twelve to seventeen who have the opportunity to read 
this book will benefit considerably in improved insight and better self- 
understanding. For here is a book that does an exceptionally good 
job of clarifying the complex problems of sex and morality that 
frequently confront every boy between puberty and early adulthood. 

Because the book is neither preachy nor moralistic, it can reach 
boys from a wide range of social backgrounds and experience. The 
reading level is suitable for thirteens, and the author has wisely 
included the common sex terms that boys often use in talking about 
this area of their lives, as well as the more correct terms that are used 
in books and articles. The chapters touch pertinently on all the 
physical and emotional problems that involve sex to some degree and 
that may puzzle a boy at times. Yet the book in no way would hurt 
the sensitivities of a boy—or of a girl who might read it. 

The discussions are short and specific enough for a boy to want 
to read them thoughtfully. The captions and subheadings should 
attract typical boys. The first chapter, Becoming a Man Physically, 
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is aimed to catch the interest of a young reader. It soon leads smoothly 
into a wealth of information about the wide variations in development 
that are possible with normal, healthy boys. This should set at ease 
many of the secret feelings of difference that trouble most teen-age 
boys at times—particularly feelings of sexual difference or inferiority. 
The discussion of the normal variations in body-hair distribution of 
boys from about ten to twenty will lessen the anxious feelings of 
many boys who read it. 

On this foundation of honesty, the author proceeds to discuss 
physiological sex changes during teen years, and their meanings for 
a boy. The author maintains a whole-boy point of view throughout 
these discussions that avoids either extremes of moralizing with the 
young reader or of losing him in a welter of needless details. 

The chapters are pleasantly sprinkled with dramatic comparisons 
of the intricacies of the body and its functions that are sure to boost 
a boy’s healthy sense of self-value. It is good for any young person 
to have a sense of personal worth, based on right self-understanding. 

Chapter II, Becoming a Man Emotionally, further encourages such 
a feeling in a boy. Right attitudes about sex matters are shown to 
represent real maturity of personality. 

Earthy and instructive discussions cover such problems as sud- 
denly feeling shy or embarrassed around a girl, having erotic thoughts 
about her, wishing to date her, talking to other boys about her, and 
learning to have fun with her as a companion. These problems are 
handled so well that a boy reading the book is apt to have confidence 
in the author’s further comments on the complex problems that rise 
out of a normal desire for sex expression. 

Chapter III, Getting Things Straight, is as down-to-earth and 
practical as a boy could ask such a book to be. 

The last two chapters, As You Grow Older, and Standards That 
Make the Man, pin down carefully the important moral implications 
of being a mature young man. Integrity and right-mindedness are 
held up as major goals for any boy who wants to gain the greatest 
satisfactions in life. 

The book encourages boys to go to their parents, teachers, and other 
trustworthy adults for reliable help on sex problems. It points out 
the weakness in relying on chums who are frequently not well 
informed on such matters, or on out-of-date books or newstand maga- 
zines on ‘‘sexology.’’ The author is specific enough on all these points 
to be really helpful. The book will soon divest a boy of the false 
(and dangerous) notions that some young people have held about 
sex. The comments on the possibility and results of venereal infection 
are pertinent without being overdrawn or morbid. 

Into Manhood is the kind of book about sex that parents feel right 
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about offering to a teen-ager. Though it is addressed definitely to 
boys, teen-age girls who happen to read it will understand themselves 
better, too, as well as the boys they know. The appendix lists several 
top-rate references that are readily available in public libraries. 
Every parent will especially welcome this book. 
JoHN E. CRAWFORD 
Dayton, Ohio 


THe Journey. By Lillian Smith. Cleveland and New York: The 
World Publishing Company, 1954. 


Each time I read a significant literary work, an old ambition of mine 
is revived. The ambition has been to approach even the advanced 
study of psychology through the careful examination of literary 
masterpieces. It may be that this plan would produce deeper insights 
into human nature than the customary study of more or less scientific 
experiments. 

The curriculum in this approach might range from the Greek 
dramatists to a modern novelist such as Thomas Mann. Or it might 
concentrate on a single genius such as Shakespeare. The point is 
that creative writers achieve and portray understandings about the 
human mind and behavior which are remarkable. For example, I 
think it could be shown that most of the great discoveries of Freud, 
although substantiated by his observation and research, really came 
to him originally from his reading. 

What has just been said is by way of introduction to a review of a 
contemporary writer’s book entitled, The Journey. Why review a 
literary essay in a semi-technical journal such as MENTAL HYGIENE? 
Simply because this book contains more psychological insights than 
half the technical books on the subject of mental hygiene as such. 

It may be that the book has great psychological implications only if 
one comes to it with some training in the field. Indeed, this may be 
the limitation of the literary approach to the study of psychology; 
that is, the richest rewards of such an approach come only to those 
who have an adequate background in formal psychology. Be that as it 
may, The Journey is highly recommended to those who are students 
of mental hygiene. Not only will the reading of this book be a 
rewarding psychological experience, but a very pleasant esthetic one 
as well. 

The volume is essentially an account of the author’s (a contemporary 
novelist of some note) search for the meaning of life. In my judgment, 
the volume is uneven in quality, both as literature and psychology. 
That is, some chapters are strangely better than others, but this 
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characteristic is not unusual either in literary or scientific work. One 
should be grateful, I suppose, to find so many sections that have the 
marks of greatness. Mention is made of this unevenness in no smug 
critical spirit, but to help the reader who approaches the volume from 
a background of psychology to avoid hasty conclusions about the value 
of a particular section or about the whole book because of a section. 

The book is an account both of a physical journey over the territory 
of the author’s ancestry, childhood and youth, and to the spiritual 
and psychological journey which the physical journey serves to recall 
and give excuse for reporting. The psychological and spiritual jour- 
ney covers a period from the late nineteenth century to the unstable 
and confused present. What an experience this span of years has 
brought to mankind is common knowledge to all who are interested 
in mental hygiene and the psychology of man. 

Lillian Smith describes with skillful simplicity many of the defenses 
(to use a psychological term) individuals and groups have used as 
they lived out their lives in this rushing, swirling span of years. 
Further, we have here a sensitive artist and a keen intuitive observer 
of human nature giving us her answer as to what the meaning of the 
human struggle is, how it can be most wisely made, and what one 
may dare hope about the future. This adds up to a significant docu- 
ment on human mastery and adjustment (to use Woodworth’s fine 
phrase) or, as it may be called, mental health. I recommend the vol- 
ume to both elementary and advanced students, and would give much 
to hear their reaction to the recommendation if followed. It is always 
possible for a lover of good writing to be carried away by a skillful 
literary essay. 

E. V. Putas 

George Pepperdine College, 

Los Angeles, California 


THE JUVENILE IN DELINQUENT Society. By Milton Barron. New 
York: Alfred A. Knopf, 1954. 349 p. 


Newspaper writers and publicists with axes to grind, who wax 
eloquent and wrathful over juvenile delinquents, are apt to view the 
process as the indignation of the good society at the evil-doing of its 
younger members. They are ready to take for granted the goodness of 
the whole social order, especially those whose duty it is to bring its 
erring members to justice and deal with them according to law. They 
are all too ready to forget that the evil ways of the young must be 
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acquired somewhere. Sober textbook writers, in casting about for 
the causes of delinquent behavior, or what the more erudite like to call 
the etiology of this particular maladjustment, come up with all sorts 
of answers, running from the physical constitution of the delinquent, 
the failure of home and school, gangs, and the decline of religion down 
to comic books. And, no doubt, each of these factors makes its con- 
tribution in the creation of the pattern of delinquency. 

There is another important factor which most students find it con- 
venient to ignore, and the discussion of which makes Professor Barron’s 
book so important. That factor is suggested by the title of the book: 
a delinquent society. It is seldom that we have the courage to face the 
whirlwind we reap when our children see the daily spectacle of whole- 
sale corruption of those to whom is entrusted the machinery of the 
state and the somewhat shoddy standards of private citizens. In a 
detective yarn still fairly current,’ a private detective, who has cut 
a corner or two in what he thinks the interest of justice, is being 
questioned by a public-spirited district attorney : 


‘¢Don’t you think you owe a certain obligation to the law?’’... ‘‘The 
citizen is the law. In this country we haven’t got around to under- 
standing that. We think of the law as an enemy... . It will take a lot 
to change that. On both sides . . . But somebody has to make a begin- 
ning.’’ 


Professor Barron quotes approvingly the Motley novel, Knock on Any 
Door reviewed for MENTAL HyGreneE some years ago by this reviewer, 
in which the dog-eat-dog attitude and conduct of those who are ap- 
pointed to enforce the law are described without too much exaggeration. 
How is it possible for a reader of that book to have any particular 
respect for society’s methods of dealing with delinquent youths? It 
is a little difficult for the sheltered reader of textbooks on juvenile 
delinquency or any other type of criminal behavior to take any hopeful 
view of the slum child’s notion of the world into which he was born, 
in which corruption, dishonesty, and brutality are the accepted order 
of things. Whatever the causes of delinquency may ultimately prove 
to be, those inherent in the social order itself, society’s response to 
aggression with force and violence must necessarily bring to naught 
the efforts of those who feel that they have found a more excellent 
way to deal with criminal behavior in the young. Mr. Barron’s con- 
sideration of the effect of a delinquent society impresses this reader 
as the most important contribution of the book. 


1The Little Sister, by Raymond Chandler. Boston: Houghton Mifflin, 1949. 
(Pocket Books Ed., pp. 233-4.) 
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The book is an excellent text. It has an added merit. Mr. Barron 
has illustrated his book with drawings by Hogarth, depicting the fate 
that lies in wait for those who fail to: 


**Shun evil companions; 
Bad manners eschew.’’ 


Perhaps the world of Hogarth was not too different from ours. Nor, 
if we read the history of the eighteenth century with care, will we find 
that the corruption and violence existing side by side with a very real 
concern for the needy of mind, body, and estate are very much differ- 
ent from the shape of things in the year of grace 1954. History has 
an uncomfortable way of repeating itself. 

The merits of the book are manifold. To many students, the opening 
historical section, tracing the growth of society’s care for the neglected 
and delinquent child out of the development of the English equity 
or chancery jurisdiction, and it in turn, deriving its origins from 
Hebrew and Roman law, is an important aid to placing what appears 
to be a very modern problem in its proper perspective. There were 
homes broken through the death or divorce of the bread-winner long 
before we began to look for these as a sine qua non in tracing the 
natural history of a delinquent. There has been a conflict of genera- 
tions and of cultures as long as new generations and new cultures rose 
one after the other to take each other’s place. There have been the 
adequate and there have been those who somehow have failed to 
measure up. And for all that society gives lip service to the fact 
that the young offender is only partly to be held accountable for his 
deviations from social standards, he is still made to feel that his 
conduct has placed him beyond the pale. A juvenile jail is still a 
juvenile jail, no matter how skillfully the bars may be disguised. And 
the delinquent young still refer to counsellors and such-like as keepers 
or somewhat more inelegant terms not unknown among inmates of 
adult prisons. 

Prof. Barron points out that many disciplines must be employed 
codperatively for a realistic approach to the study of the young 
offender. He is not to be regarded as the property solely of the 
sociologist, the psychiatrist, the psychologist, the anthropologist or the 
criminologist. The book tries to exhibit the many and varied factors 
that go to make up the causes of juvenile delinquency. It seeks to 
study him in relation to his biology and psychology, his family, his 
contemporaries and their gangs; institutional omissions and commis- 
sions; the mass media of communications, and he sets forth the 
chapter that he calls ‘‘The Delinquent Culture of American Society.’’ 
Then he passes on to the processes of arrest and treatment, courts and 
institutions, and gives us some notion of what it is possible to do. 

The Juvenile in Delinquent Society is considerably more than another 
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textbook. Those who are concerned with the phenomena with which 
it undertakes to deal would do well to give it more than a passing 
glance. 
AuFreD A. Gross 
The George W. Henry Foundation, 
New York City 


Tue ANNUAL SuRVEY OF PsycHOANALYsIs. Volume II. Edited by 
John Frosch. New York: International Universities Press, 1954. 


This reviewer has had the privilege of evaluating the three major 
psychoanalytic annuals now published in this country. The impression 
derived from the experience is quite definite that the psychoanalytic 
literature has become so voluminous and has developed other fields, as 
well, to such an extent that it is most difficult, if not impossible, to 
keep au courant with the major contributions, let alone the minor 
ones. This in spite of the most diligent efforts to do so. 

Fortunately, each one of the annuals has a special raison d’etre. One 
covers the major aspects of child analysis, while another devotes its 
efforts to articles which are essentially centered around the traditional 
adult psychoanalytic field. The papers are as a rule original, but some 
are friends which have been taken over from the older journals. 

The salient impressions one gathers from this volume, in contrast 
to the other publications, are threefold: (1) It covers journals which 
are quite outside of the usual perusal of the pedestrian reader of 
psychoanalytic literature. (2) It includes para-psychoanalytie litera- 
ture much more in detail: that is, applied psychoanalysis under the 
subheadings of ‘‘ Arts and Aestheties,’’ ‘‘ Social Sciences,’’ ‘‘ Religion,’’ 
‘Mythology and Folklore,’’ ‘‘Comedy, Wit and Humor.’’ (3) There 
is also a noteworthy chapter on psychoanalytic books. In this category 
are. often comprehensive condensations of the book with comments 
by the author. The reviewer is especially interested in the book 
entitled Psychoanalysis of Music. The literature in this field is ex- 
tremely limited, unfortunately so, and any contribution on this topic 
is most welcome. Each chapter has a closing summary, an editorial 
comment on the trends in that field, so there is a crystallization of a 
progress report available. It is most difficult to select any one chapter 
for special notation, for they are so protean that each individual will 
find some to his taste. 

The present volume has considerable worth, as well as heft. One 
ean not help but be full of admiration for the immense burden taken 
on by such a small editorial group. It certainly is a prodigious 
accomplishment. 

Epwarp Liss 

New York City 
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PrincipLes OF InpusTRIAL PsycHoLocy. By Thomas Ryan and 
Patricia Smith. New York: The Ronald Press Co., 1954. 


The goal of this book is ‘‘an introductory survey of the entire 
field of industrial psychology.’’ This is a large order. That the goal 
has been so well attained speaks well for the book, its authors, and 
the growing maturity of the field. It is doubtful whether there is 
any other phase of psychology where so much material has reached a 
level where fact can be so well described and differentiated from 
theory. 

The general tone of the book can best be described by quoting from 
the preface, ‘‘We have tried to emphasize the interrelationship be- 
tween the established facts and to point out the gaps left between 
results of separate studies; where the facts are only just beginning to 
become clear, we have thought best to suggest a program for the 
future as well as to give a critical summary of the attempts of the 
past.’’ That the authors should have chosen this method of procedure 
is most fortunate, for it not only has brought forth a book of excellent 
scientific value, but has given newer students of the field both a 
challenge and a guide for action. 

The rdle of the psychologist in the industrial field is well defined, 
with a careful enumeration of the pitfalls that may beset him. The 
costs of this service and who shall pay him are given consideration. The 
conclusion about studies in motivation, that research will need to be 
sponsored by private foundations or government, is both interesting 
and open to further study and consideration. 

The content of the book is outlined by the authors; ‘‘selecting 
workers, placing them in jobs in which their abilities are best utilized, 
evaluating different conditions of work, comparing different methods 
of work, analyzing and evaluating workers’ motives and needs, facili- 
tating learning of their work, minimizing accidents, making lines of 
communication more effective between management and workers, and 
generally facilitating the satisfaction, productivity, and comfort of 
both workers and management.”’ 

The clearly defined difference between the task of selection and 
the problem of placement will be a new idea to some, and certainly 
helps to clarify what has frequently been a confused procedure, 
although the actual methods described are in general use. The steps 
outlined involve: a careful job analysis, tentative choice of selection of 
devices, administration of devices, revision of devices, combination of 
devices into an integrated procedure, and a follow-up. A sizable 
section of the book is given over to a description and evaluation of the 
many devices available. The treatment is sound and very valuable 
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for the beginning student and worth-while as a review for the more 
experienced. 

The second part of the book treats the problems of human efficiency. 
The more standard materials of selection and placement are not avail- 
able in this area, so the authors have felt it better to present their 
own general scheme of orientation and procedure. This certainly 
gives the student a basis for his thinking and the field worker some- 
thing to think about. The meagerness of the research and its obvious 
inadequacies will be no surprise to those of experience. This section 
of the book is therefore challenging and stimulating, and although 
others may have somewhat different ideas from the authors, no one 
can quarrel with their effort to advance the thinking in the field. The 
many practical suggestions for meeting the day to day problems will 
prove invaluable to the beginner. 

The last chapters, dealing with learning and accident control, present 
studies which are well known to most and serve largely to bring 
material up to date as well as to point out the need for further 
research. 

This book can be recommended without reservation. 


Roy F. Street 
Grand Rapids, Michigan 


HEALTH SUPERVISION OF YOUNG CHILDREN. Prepared by the Com- 
mittee on Child Health of the American Public Health Associa- 
tion. New York: American Public Health Association, 1955. 
180 p. 


The announcement accompanying this book indicates that the pub- 
lication is now ready after five years of preparation. It also gives 
acknowledgment to the many professional workers who participated 
on the Committee on Child Health of the American Public Health 
Association and contributed to its contents. The publication which 
emerged from this long and complete study reflects the thoroughness 
of the group responsible for it, for this book will truly serve as an 
effective guide for doctors, nurses, and other health workers who are 
responsible for providing health services to children. Carefully 
written and replete with specific suggestions, this book should be a 
valuable tool for health practitioners. 

One of the sections on anticipatory guidance will be especially help- 
ful and enlightening to obstetricians. Other sections, dealing with 
special health situations of children, will be of interest to pediatricians, 
and the entire contents should be known to the general physician. 
Other outstanding features of this book are the sections dealing with 
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handling the child in the examining room, and dealing with less usual 
problems and abnormal conditions, such as physical and emotional 
disorders. 

Of interest to people responsible for child health conferences is 
Part II of this book, which describes the physical arrangements for 
a conference center, its needs in terms of staff, and suggested routines 
and procedures. Several appendices give more detailed information 
about specific topics such as rooming-in, preparing formulas at home, 
food for infants, ete. 

The book lays considerable stress on psychological aspects of health 
supervision. It is this emphasis which enhances the contribution that 
this book makes. It points out that information and guidance is 
successful only insofar as health workers are sensitive to the emotional 
needs of children and their parents. By building on the awareness 
of the psychological concerns of mothers, the health worker can best 
suggest practices to enhance health needs of children. 

The broad contents of this book are not apparent from its title, 
but all health workers should be acquainted with this volume for it 
offers helpful information to all of them. 

Epwarp LINZER 

National Association for Mental Health, 

New York City 


TEACHING THE Stow LEARNING CuiLD. By Marion F. Smith with 
Arthur J. Burks. New York: Harper and Brothers, 1954. 175 p. 


Mrs. Smith is a teacher of mentally retarded children in an elemen- 
tary public school in Lancaster, Pa. The group she teaches is ‘‘non- 
segregated,’’ because the class plays with the other children and par- 
ticipates in all other school activities. There are 18 children in the 
class and it is clear from the very first page that ‘‘each one is a distinct 
personality—a citizen in the making—with their need for love and 
understanding. ’”’ 

The book is a personal account of classroom problems which must 
be met and a description of the methods used by a skilled, emotionally 
responsive, teacher. There is always ‘‘hope’’ and a conscientious 
effort to find the specific need of the child in every situation which 
confronts both teacher and child. 

Mrs. Smith repeatedly ‘‘defends’’ her children against those who 
say, ‘“They can never learn anything,’’ and ‘‘can, at least, occupy 
space.’’ 

The text is filled with ordinary, everyday classroom events which 
are described in a vivid, dramatic manner. Carol, a retarded child, 
was learning to talk plainly with the help of a classmate. ‘‘Now, 
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months later, I could understand many words Carol said. (Her I.Q. 
is 47 and a doctor had told Carol’s mother that the child ‘will never 
learn anything.’) The little ‘vegetable’ was learning to read. I wanted 
to shout her triumph from my classroom window. Carol was never 
going to be restricted to helplessness in the world of adults. . . . I could 
have hugged her. I did. The hug she returned renewed me.’’ (p 6.) 

This urgent need to see ‘‘progress’’ and to be ‘‘renewed’’ by love 
is a recurrent theme in the text. There are frequent references to the 
author’s personality and what might be called ‘‘soul-searching.’’ Mrs. 
Smith asks herself, ‘‘Have I failed her (Carol) today in any way?’’ 
‘‘Should I have done something for her, said something to her, that 
I did not do, did not say?’’ (p. 8.) ‘‘It was my duty to bring each child 
forth. I knew I could do it. I knew that there was at least one key 
to every childish inner sanctuary. It was my job to find it... . I never, 
all my teaching life, doubted I would find the right key for each boy 
and girl.’’ (p. 8.) 

Mrs. Smith stresses self-esteem. ‘‘Pride, as being part of the basic 
foundation for rehabilitation,’’ she writes. ‘‘I like to be recognized 
for my worth. So do you. We can both exist after a fashion, without 
such recognition; but to the slow child recognition is life itself.’’ 
(p. 18.) The author speaks of herself as ‘‘not being a do-gooder. I 
am not saintly. I am just a relentlessly hard worker who is able to 
work because the Father gives me strength. .. . I am in this inspiring, 
awesome task of rehabilitating the retarded, a helper of the Father. ... 
I do not teach religion. I live it.’’ (p 34.) 

Mrs. Smith points out the ‘‘obvious wrong’’ things: (1) people 
ignore or belittle the slow; (2) people look down on other people from 
self-assumed heights; (3) parents think of themselves swimming in 
self-pity before they think of their ‘‘unusual’’ children as challenges 
to their mettle; (4) people apologize for the slow learner, and make 
his path more thorny that it naturally is, by warning others; (5) 
those responsible for the progress of the slow too often shift responsi- 
bility elsewhere. 

There are sixteen chapters. Most of the chapter headings refer 
to specific classroom incidents or to techniques for handling particular 
problems as they arise. 

‘*Walking Footballs’’ deals with the dull child’s feeling that he has 
been ‘‘kicked’’ into the author’s class; ‘‘Ted Threw a Tantrum”’ is 
concerned with group treatment of such episodes. There are chapters 
devoted to the teacher’s disappointments, rewards, her response to 
superiors who ‘‘make or break,’’ and the value of knowing the com- 
munity. An index of pupils’ names and topics is included. 

The co-author, Arthur J. Burks, was formerly president of the 
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Aptitude Board, Marine Barracks, Parris Island, South Carolina. 
He urged Mrs. Smith to write this book and ‘‘roughed out a chapter or 
two for her consideration.’’ The collaboration developed into a smooth 
writing team so that ‘‘it became impossible to ascertain just who had 
written what.’’ 

The book is an excellent example of what can be accomplished when 
a conscientious, devoted teacher is stimulated to write freely of her 
feelings and experiences. The book is recommended as worthwhile 
reading to teachers and parents of mentally retarded children. 


Jacos H. Conn 
Johns Hopkins University School of Medicine, 
Baltimore, Maryland 


DYNAMIC AND ABNORMAL PsycHoLocy. By W.S. Taylor. New York: 
American Book Company, 1954. 658 p. 


This book is based on lectures in dynamic and abnormal psychology 
which the author gave over a long period of years. There are nineteen 
chapters, an introduction to terms of abnormal psychology, an index, 
and glossary. The treatment of the subject matter is organized 
around the usual concepts of general psychology like attention, percep- 
tion, thought, learning, memory, motivation, etc. The last chapter 
deals with mental disorders. One chapter devoted to Freud, Jung, 
and Adler has been contributed by Austin B. Wood. At the end of 
each chapter are ample ‘‘further references.’’ 

The book is written in a clear and readable style and is richly 
interspersed with references to many related fields outside the realm 
of abnormal psychology proper. Certain chapters, such as those on 
the subconscious, suggestion, and reaction to stress, make particularly 
interesting reading for the student of abnormal psychology. 

Dr. Taylor’s book reveals his extensive background and great 
scholarship, and will be of great value to the student and also as ‘‘a 
survey for independent readers.’’ 

Auice F, ANGYAL 

Boston, Massachusetts 











NOTES AND COMMENTS 
Reports ON THREE RESEARCH PROJECTS 


Strong new evidence that points up the importance of inherited 
organic factors in the development of schizophrenia has been reported 
by Dr. Franz J. Kallman of the New York State Psychiatric Institute, 
and released by the National Association for Mental Health. 

Translated into numbers, Dr. Kallman’s findings reveal that a 
person without schizophrenia in his family stands a chance of 1 per 
cent developing the disease, as against 14 per cent for the person 
whose full brother or sister has schizophrenia, 14.5 per cent for the per- 
son whose fraternal twin is schizophrenic, and 60 per cent for the person 
whose identical twin has the same disease. Identical twins, having 
developed from the same egg, share exactly the same hereditary traits. 

Interpreting these findings, Dr. William Malamud, director of the 
NAMH seventeen-project research program on schizophrenia, said that 
‘*With this knowledge we are now in a much better position to develop 
a preventive approach to this disease. Our search can now concentrate 
on discovering the organ or organs through which this inherited 
vulnerability is expressed and developing biochemical methods to 
counteract the pathological functioning. Evidence seems to point 
to the adrenal cortex as possibly being one of the trouble centers, 
but we are not yet certain.’’ 

Dr. Malamud drew an analogy between the search for a specific 
biochemical attack on schizophrenia and that which has been used on 
diabetes. In diabetes, he said, ‘‘science has not yet learned how to 
eliminate the malfunctioning of the pancreas, but it has been able to 
develop a specific compound to counteract this malfunctioning— 
insulin.”’ 

‘*We know also that while there is an inherited constitutional pre- 
disposition to schizophrenia, the disease is triggered by emotionally 
stressful experience in childhood and early adult life. We have evi- 
dence that disturbed relationships between the child and his parents 
play an important part in the ‘triggering’ process, but we have not 
yet isolated the specific elements in these parent-child relationships 
which cause the harm. When we do, it will be possible to help families 
to avoid these harmful relationships.’’ 

Dr. Kallman, who has been studying the hereditary influence in 
schizophrenia for more than ten years, under grants allocated by the 
National Association for Mental Health from funds provided by the 
33rd degree Scottish Rite, found his latest confirmation of the im- 
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portance of the genetic factor in studies of childhood schizophrenia. 
His earlier studies had dealt with schizophrenia in adult twins. 

In comparing his already collected data on adult schizophrenics 
and his new findings on children under fifteen years of age, Dr. 
Kallman reports no ‘‘statistically significant differences’’ between 
the two groups as far as the incidence of schizophrenia in parents or 
in brothers and sisters is concerned. The figures for incidence of the 
disease in fraternal and identical twins in adult cases (14.7 per cent 
and 70.6 per cent). This led Dr. Kallman to the belief that the nature 
of the disease in adults and in children is essentially the same. He 
believes that secondary factors that influence the constitutional re- 
sistance account for the differences in form between adult and child- 
hood schizophrenia. 

To further underscore the importance of genetic factors in schizo- 
phrenia, Dr. Kallman points out that no schizophrenic ever has a 
manic-depressive twin nor does a manic-depressive have a schizophrenic 
twin. 

Dr. Kallman reports a ‘‘consistent excess of males in the pre- 
adolescent group’’ of schizophrenics. Many theories but none adequate 
to explain this phenomenon have been advanced. Dr. Kallman feels 
that there may well be biological factors ‘‘which confer health on 
girls.’’ This is true in other diseases as well as in schizophrenia, he 
says. 

In his study, Dr. Kallman discovered some children who—with 
all strikes against them—an inadequate home and a sibling or perhaps 
even an identical twin with schizophrenia—nevertheless escaped the 
disease before adolescence. To discover what protects these children 
from schizophrenia would be an important step toward the prevention 
of schizophrenia, Dr. Kallman stated. 


Another research study on mental illness conducted under an 
NAMH grant has disclosed a direct relation between asthma and 
mental disturbance. Dr. Peter Knapp, of the Boston University 
School of Medicine, in a report released by the National Association 
for Mental Health, declares that not only is asthma almost always 
accompanied by personality disturbance, but that there is a direct 
correlation between the severity of the physical and mental conditions. 

The observed relationship, according to Dr. Knapp, seems to in- 
dicate a basic disturbance expressed psychologically by mental symp- 
toms, and somatically by asthma. The adrenal cortical gland may 
provide a link between the two. 

The subjects for Dr. Knapp’s study were selected from among 
patients attending a University medical clinic for a variety of physical 
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disorders. Patients suffering from asthma were referred to this 
special study, being conducted by psychologists, allergists, and 
biochemists. 

The study disclosed no ‘‘typical asthmatic personality.’? Many of 
the asthmatic patients were found to have personality disorders of 
great severity with symptoms very much like those of schizophrenia. 
Many others, with less severe cases, showed neurotic symptoms. 

Dr. Knapp’s study aims at a better understanding of ‘‘the biology 
of disturbed emotions.’’ This, Dr. Knapp explains, ‘‘may give us 
some way of getting at the biology of schizophrenia.’’ 


A new Veterans Administration medical discovery about the human 
brain may account for some of man’s little understood acts of violence 
which are completely without provocation. The discovery, announced 
by the Veterans Administration Information Service, indicates that 
the root of the disorder may be located in the superficial layer of gray 
matter covering the brain—the cerebral cortex. 

Until this finding was made, the theory linked the disorder with 
an epileptic disturbance in the deep structure of the brain—the 
hypothalamus—assumed by many to be the seat of emotion. 

Dr. Chaskiel Grossman, director of the electroencephalographic 
laboratory at the V.A. Neuropsychiatric Hospital in Pittsburgh, who 
made the new findings, said the results of his studies posed two 
assumptions : 

‘‘1. That some violent acts of destruction and murder may be 
related to a temporary or passing impairment of brain activity caused 
by a sudden blocking of the functions of higher discriminatory 
mechanisms, leaving primitive emotions unchecked; and, 

2. That immaturity of the brain, caused by a delay in the develop- 
ment of the superficial layers of grey matter, may be the basis of the 
disorder.”’ 

The Veterans Administration noted that the immediate significance 
of Dr. Grossman’s findings is that they point out the need for further 
studies of the process of brain development to throw more light on 
some little understood acts of violence. Dr. Grossman said they call 
for extensive brain-wave examinations of a large number of young 
persons with normal and abnormal behavior to make a final statistically 
significant evaluation possible. 

In conclusion, Dr. Grossman stated that a recognition of the neces- 
sity of basic research in this field is slowly emerging. ‘‘ With further 
studies of the laws and principles underlying the process of brain 
development, elucidation of the mechanisms governing some little 
understood acts of violence may become possible,’’ Dr. Grossman said. 
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Dr. WoopwarpD REcEIvEs AN AWARD 


Dr. Luther E. Woodward, Senior Community Mental Health 
Representative of the New York State Department of Mental Hygiene, 
received the annual Norma and Murray Hearn Social Action Award 
of the Alumni Association of Columbia University’s New York School 
of Social Work, for his pioneer work in the field of mental health. 
The award is presented annually for ‘‘distinguished performance in 
the field of social action.’’ It was created as an endowment fund 
given to the school by the late Justice Murray Hearn and Mrs. Hearn. 


VETERANS ADMINISTRATION Reports ON Its REHABILITATION PROGRAM 


A seven-point attack on the problem of rehabilitating and discharg- 
ing long-term patients so they may return more quickly to community 
life as useful citizens is gaining momentum in Veterans Administra- 
tion hospitals, according to the V.A. Information Service. 

The problem arises from the fact that the number of veteran 
patients with chronic disabilities has been increasing in recent years, 
resulting in more ‘‘frozen’’ beds for long periods of time. These 
patients are primarily older World War I veterans. 

The V.A. is attempting to meet the problem by augmenting medical 
treatment with the following programs: 


. Medical rehabilitation of the ‘‘whole man’’ so he will be ready 
physically and mentally to leave the hospital. 

. Vocational counseling to determine what job he may fill successfully 
when finally out of the hospital. 

. Trial visits outside of the hospital to determine whether he is ready 
again for community life. 

. Foster care in a home other than his own where he can adjust himself 
to community living as a stepping stone to independence. 

. Work experience in the hospital as part of his medical treatment so 
he may develop work skills or acquire work experience in preparation 
for outside employment. 

. Arrangement for home nursing care for the eligible veteran so he may 
leave the hospital earlier. 

.‘*Day’’ or ‘‘night’’ hospital for the patient who still needs hospitali- 
zation, but who may leave the hospital during the day to look for 
work or may leave the hospital at night to stay home. 


The medical rehabilitation program is directed not only to the 
prescribed treatment of a patient’s disability, but aims to restore 
him to productive living in the community. By using all components 
of physical medicine and rehabilitation (physical, occupational, edu- 
eational, corrective, and manual arts therapies) the patient is helped 
to overcome his disabilities and to make use of his capabilities. 

This combined program of medical treatment and rehabilitation has 





NOTES AND COMMENTS 521 


resulted in the discharge of many long-term patients whose cases had 
been considered hopeless, it is reported. 

The V.A. Annual Report for 1954, describing this program, points 
out that a number of communities are assisting the V.A. counseling 
program through local employers’ councils which aid in finding jobs 
for patients being discharged. The outside work of these patients 
contributed an estimated $660,000 on an annual basis to the national 
income in 1954. Had they remained in hospital, it is estimated the 
cost of their care would have come to $943,000 per year. 

Foster homes for psychotic patients who have no homes of their own 
or who, for medical reasons, should not return to their own homes, 
are playing an increasingly important part in conditioning long-term 
patients for living outside the hospital. The report states that a 
53 per cent increase in the number of placements in foster homes 
occurred during the last year for which statistics are available— 
from 305 in one year to 467 the following year. Some of the 467 had 
been hospitalized from five to thirty years or more. 

The ‘‘day’’ and ‘‘night’’ hospital program has been used on a 
limited scale with encouraging results, the V.A. said. Both of these 
programs are designed to help the reintegration of patients into 
community life and thus shorten their period of hospitalization. 
While the ‘‘day’’ and ‘‘night’’ hospital programs are of too recent 
origin in the agency to determine their full effectiveness yet, the 
pilot program has produced encouraging results. The Veterans Ad- 
ministration pointed out that the success of the seven programs has 
shown the effectiveness of beginning to plan for patients’ discharge 
even from the date of admittance. 


9? 


‘“WE THE MENTALLY ILL... 


Scenes from the historical drama which was written, staged and 
acted by patients at St. Elizabeths Hospital, were featured on the 
‘*March of Medicine’’ television program Sunday, May 15, carried 
coast-to-coast on the NBC television network. Adapted from the 
pageant ‘‘Cry of Humanity’’ presented by St. Elizabeths’ patients as 
part of the hospital’s centennial observance, the play was based on 
the life of Dorothea Lynde Dix and portrayed the problems of the 
mentally ill from early times to the present day. The television docu- 
mentary was informative and impressive. The narrator and all actors 
were mental patients—and all gave most creditable performances. 
The presentation may well be considered a milestone—many, many 
miles forward from the time, not so long ago, when mental patients 
were always shown with faces obscured, in shadows or silhouettes. In 
addition to the play by the St. Elizabeths’ cast, the program showed 
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films depicting the use of drugs in the treatment of mental illness, and 
took the audience on a brief tour of a present-day hospital. Here 
patients were again shown and gave first-hand descriptions of over- 
crowded conditions and told how shortages of facilities, psychiatric 
personnel and nurses affected their lives there. <A ‘‘good’’ hospital 
was chosen for this seene—which pointed up the inadequacies most 
sharply. 

Appearing also on the program were Dr. Winfred Overholser, 
director of St. Elizabeths, Dr. Harold S. Magee, superintendent of the 
New Jersey State Hospital in Trenton, and Gov. Robert Meynor of 
N. J. Each spoke briefly on the problems of the mentally ill—inject- 
ing, however, a note of hope in pointing out what progress has been 
made and what can be done. 

The half hour program was co-sponsored by Smith, Kline & French 
Laboratories and the AMA. Films of the program will be made avail- 
able by the NAMH Film Library for showings at public meetings. 
It is possible that clearance will be obtained so it may also be telecast 
over local television stations. For further information write to the 
Public Relations Dept., National Association for Mental Health, Inc., 
1790 Broadway, New York 19. 


ADOLPH MEYER MEMORIAL AWARDS PRESENTED 


Two psychiatrists, an attendant at a New York state mental hospital 
and the Smith, Kline & French Laboratories were recipients of the 
1955 Adolph Meyer Memorial Awards presented by the Association 
for the Improvement of Mental Hospitals for contributions to re- 
search, education and service in the field of mental health. 

Those receiving the Awards were Dr. Paul Hoch, principal re- 
search psychiatrist at the New York State Psychiatrie Institute, ‘‘for 
his outstanding service as teacher, researcher, author and educator ;’’ 
Dr. Lauretta Bender, Chief of Children’s Psychiatry at Bellevue 
Hospital ‘‘for her multiple contributions to the understanding and 
treatment of schizophrenic children and their families;’?’ Ada May 
Smith, attendant at Hudson River State Hospital in Poughkeepsie, 
‘*for her many years of compassionate, devoted, and creative service ;’’ 
and the Smith, Kline & French Laboratories of Philadelphia, ‘‘for 
their contribution to professional and public health education. and 
enlightened presentation of the treatment of the hospitalized mentally 
ill.’’ 


A MentTau HyYGIene CLINIC FOR THE DEAF 


A mental hygiene clinic for deaf adolescents and adults will soon 
be established by the New York State Psychiatric Institute. This 
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is the first such project ever undertaken anywhere and was made 
possible by an initial grant by the Office of Vocational Rehabilitation 
of the U. S. Department of Health, Education and Welfare. The 
primary purpose of the new clinic is to help the deaf in dealing with 
their family and general adjustment problems. It will serve the deaf 
in three mental health areas—in research activities, in counseling and 
therapeutic services, and in training professional workers to serve as 
mental hygiene workers for the deaf. Dr. Franz J. Kallman, of 
Columbia University will direct the work. An Advisory Council, 
comprised of prominent workers in the fields of psychiatry, otolaryng- 
ology, psychology, and work with the deaf is being formed. 


Menta, Heattu Srupy PLANNED BY WESTERN STATES 


A regional conference on mental health, sponsored by the Council 
of State Governments with the codperation of the Western Interstate 
commission for Higher Education, was held in San Francisco to 
discuss how western states can work together in tackling the common 
problem of mental illness. At the conference, announcement was 
made of a $61,000 grant obtained by the Western Interstate Com- 
mission from the National Institute of Mental Health for a survey 
of facilities available in the west for training and research in psy- 
chiatry, clinical psychology, psychiatric nursing and psychiatric social 
work. The conference determined that the study should start im- 
mediately and be concluded during 1955. Attending the San Fran- 
cisco meeting were all the Commissioners of the Western Interstate 
Commission, legislative leaders of the western states, members of the 
Interstate Cooperation Commissions from each state, heads of mental 
health programs, educators, and mental health consultants. 


CONFERENCE ON JUVENILE DELINQUENCY HELD 


Real hope for the solution of the country’s juvenile delinquency 
problem lies in a scientific attack on all phases of child conflict and 
maladjustment,—this was a conclusion of a recent conference on ex- 
ploring psychiatric research in juvenile delinquency, sponsored by 
the Welfare and Health Council of New York City. Participating 
were 25 psychiatric and other professional leaders. J. ' Donald 
Kingsley, the Council’s Executive Director, said that the conference 
was not directed toward suggesting immediate solutions to the prob- 
lem of juvenile delinquency, but only toward indicating the areas 
of necessary and most productive research. The conferees recom- 
mended that a study of child conflict and maladjustment should be 
coérdinated with action, not only in clinics and welfare agencies but 
in home and school and community. 
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Another consensus was that immediate results in the fight against 
juvenile delinquency could not be expected through a ‘‘crash’’ pro- 
gram. The psychiatrists acknowledged they could not conduct either 
research or action programs without the help of sociologists, psycholo- 
gists, lawyers, criminologists, and others with whom they are customar- 
ily allied. 

It was admitted that one of the difficulties with coping with juvenile 
delinqguency—in addition to shortages of facilities and personnel— 
is the lack of real understanding of delinquent behavior. For, although 
it is recognized that anti-social conduct can result from numerous 
interrelated causes, it is not known whether there are typical or 
definable behavior patterns, or individuals or groups which are 
identifiable so that early detection and treatment techniques can be 
devised. 

A full report of the conference findings will be published by the 
Welfare and Health Council of New York City within a few months, 

*according to Mr. Kingsley. 


INFORMATION REQUESTED FOR CATALOG OF PROFESSIONAL FILMS 


A completely revised, 4th edition of ‘‘Professional Films’’ is now 
being compiled by the Academy-International of Medicine. It will 
include new sections providing biographical data on authors, informa- 


tion on the audio-visual activities of medical schools, dental schools 
and post-graduate teaching centers, according to Nathan S. Davis, 
Secretary. To insure comprehensive coverage of motion picture films 
in the catalog, the Academy has requested information about films 
and full name and address of any film author whose work is suitable 
for inclusion in the publication and asked that individuals inform 
film authors of the coming publication so that they can write for 
questionnaires. Over 28,000 copies of previous editions are in use 
by medical and dental schools, and other groups in this country and 
abroad, the Academy reported. Correspondence should be directed 
to the Academy-International of Medicine, 601 Louisiana Street, 
Lawrence, Kansas. 


RECENT PUBLICATIONS OF INTEREST 


Helping Older People Who Have Been In Mental Hospitals is a 
useful pamphlet recently published by the American Public Welfare 
Association. It contains good suggestions for helping older people 
for whom hospital treatment is no longer necessary make a happy 
adjustment in the community upon returning home. The booklet is 
available from the American Public Welfare Association, 1313 East 
60th St., Chicago 37. The price is 30 cents. 
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A new booklet in the Junior Life Adjustment series, published by 
Science Research Associates, has been written by Dr. William C. 
Menninger, General Secretary of the Menninger Foundation. En- 
titled All About You, the booklet explains in what ways children differ 
or are alike, and why; and aims to help pre-adolescents understand 
themselves and others better. True-to-life incidents illustrate the 
influence of heredity and environment upon personality. Written 
clearly and interestingly, the booklet describes personality and tells 
how it develops. Throughout the publication, the child will find 
practical suggestions on how he can make the most of himself and 
where he can get guidance if he needs it. Teachers, counselors, and 
parents will find All About You valuable in helping children acquire 
self-understanding and knowledge of what other people are like. 
Attractively illustrated, the 40-page booklet sells for 50¢ per copy, 
with special prices for quantity orders of 20 or more booklets. Avail- 
able from Science Research Associates, 57 West Grand Avenue, 
Chicago 10, Illinois. 

Parents and teachers, eager to assist children in gaining self-con- 
fidence will find valuable information in Building Self-Confidence In 
Children, written by Nina Ridenour for Science Research Associates. 
This booklet describes the kind of experiences that help a child feel 
strong and sure of himself, and the kind of experiences that may 
undermine his belief in himself. It provides helpful examples of 
children who have, or lack self-confidence. By presenting ways by 
which an adult can help children develop confidence, this 48-page 
booklet is an effective aid for all who guide young people. Available 
from Science Research Associates, price 50¢ each, with special prices 
on quantity orders of 20 or more. 


Senior Citizens of America, the newly formed non-profit organization 
which serves people over forty, is offering a special group service to 
business, industrial, civic, professional agencies which wish to help 
their senior employees plan for retirement. The service includes the 
digest-sized monthly magazine, Senior Citizen, which is published 
without advertising and contains a wide range of material selected 
to be of interest and help to the senior. For information about the 
Senior Citizen group service or for a free copy of their booklet So 
You’re Over 40, send a stamped, self-addressed envelope to Senior 
Citizens of America, 1701 Sixteenth Street, N.W., Washington 9, D. C. 


A special Centennial issue of ‘‘ Mental Hospital Service’’ was issued 
in May as a Mental Health Month tribute to the five hospitals that 
opened their doors in 1855—St. Elizabeths Hospital, Washington, 
D. C.; Mississippi State Hospital at Jackson; Dayton State Hospital 
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and Cleveland State Hospital, Ohio; and Brigham Hall, a private 
hospital at Canandaigua, New York. 

Except for an introduction by Dr. Winfred Overholser, Superin- 
tendent of St. Elizabeths, practically the entire issue of the May Mental 
Hospitals consists of items and editorials from actual hospital reports 
and publications released 100 years ago, describing matters relating 
to the care and treatment of the mentally ill in that day. In keeping 
with its theme, the Centennial issue is printed in century-old design. 

Dr. Overholser, who served as ‘‘honorary editor’’ of the issue, says 
in his foreword that although there were few of the treatments of 
modern day psychiatry and scientific knowledge was scant in 1855, 
‘*it was recognized then that much might be done for the benefit of 
patients by what was known as ‘moral treatment,’ by appealing to 
their emotions and influencing them with kindness and understanding, 
rather than by regimentation.’’ He points out, too, that despite the 
tremendous scientific progress in combatting mental illness in the past 
100 years, much of the stigma and superstition regarding mental 
illness has persisted. Schizophrenia, which accounts for nearly half 
of all mental hospital patients remains an unsolved problem. Dr. 
Overholser then goes on to comment that our scientific knowledge has 
been acquired at the expense of an interest in the patient as a person 
worthy of respect. Psychiatrists responsible for the care and treat- 
ment of the nation’s patients in mental hospitals have lost the human 
touch in dealing with the mentally ill, he observes. He concludes his 
foreword with the prediction that the mental hospital of 2055 may 
occupy a far less important réle in the care and treatment of the 
mentally ill than it does today and, conversely, a much larger réle in 
teaching, research and preventive psychiatry. 

Copies of the special Centennial issue may be obtained at 50¢ a 
copy from the Mental Hospital Service, American Psychiatrie Associa- 
tion, 1785 Massachusetts Ave., N.W., Washington 6, D. C. 


Three new pamphlets have been published by the American Psycho- 
logical Association, which will be of interest to most everyone actively 
concerned with the mental health field. They are: Psychology and its 
Relations with Other Professions; Ethical Standards of Psychologists ; 
and Directory of Diplomates in Professional Psychology. In the first 
booklet, the American Psychological Association has set forth ‘‘ Basic 
Principles to Guide the Relationships between Psychology and Other 
Professions,’’ which it has voted to adopt as the official policy of the 
Association; together with a review of the ‘‘Nature of Psychology 
as a Profession’’ and ‘‘ Aspiration for the Good Profession of Psy- 
chology.’’ The latter chapter gives 13 criteria for a ‘‘ good profession’’ 
and points up how psychology can and does meet them. The Ethical 
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Standards of Psychologists, a summary of ethical principles, presents 
in brief the official code of the American Psychological Association ; 
while the Directory of Diplomates lists, geographically, the 1152 indi- 
viduals holding diplomates of the American Board of Examiners in 
Professional Psychology, and notes the field of specialization of each. 


An up-to-date review of the objectives and scope of volunteer pro- 
grams in mental hospitals is given in a 16-page booklet Volunteers in 
Mental Hospitals published by the National Association for Mental 
Health. Written in two parts, the first, edited by Marjorie Frank, 
NAMH Asst. Director, points out the importance of hospital inte- 
gration and hospital supervision of volunteer programs, gives a com- 
prehensive listing of volunteer activities, details on the recruitment 
and orientation of volunteers. It calls attention to the importance of 
volunteers as an aid to therapy and as a bridge to the community; 
differentiates between volunteer work with individual patients and 
other needed services. Part Two is a report by Dr. O. Arnold Kil- 
patrick, Director of the Hudson River State Hospital, N. Y. State 
Dept. of Mental Hygiene, which offers guidance to any meatal hospital 
planning to undertake and maintain a volunteer program. He points 
out how a volunteer program can be sound, constructive, and feasible 
for a state hospital to establish, and emphasizes the practical aspects 
of organizing and continuing a volunteer program. Available from 
the National Association for Mental Health, 1790 Broadway, New 
York 17. The price is 25 cents per copy. 


Two other interesting and helpful booklets recently published by 
the National Association for Mental Health are: Working in Mental 
Hospitals—A Guide for Ward Personnel and How to Recognize and 
Handle Abnormal People—A Manual for the Police Officer. The first- 
named publication is a revised edition of The Attendani’s Guide 
written by Edith M. Stern and originally published in 1945. This 
revised edition should be a very valuable aid for orientation uses 
in mental hospitals that have a course of training; while in those that 
do not yet have such a course, the booklet can be counted on to help 
point the way for attendants who wish to better understand both the 
responsibility of their work and the opportunity it offers. Price of 
this 104-page booklet is 50¢. The Manual for the Police Officer was 
written by Robert A. Matthews, M.D., and Loyd W. Rowland, Ph.D. 
The material is based on a training course conducted at the New 
Orleans Police Training Division for more than a year. Written in 
popular style and well illustrated, it deals with everyday problems 
faced by the policeman and helps give him understanding about the 
mentally ill which will make him a better officer. The manual costs 
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65¢ per copy and is 48 pages long. Both of these booklets are available 
from the National Association for Mental Health, 1790 Broadway, 
New York 19, N. Y. Orders under $2 must be prepaid. Offered 
without charge by NAMH is the association’s complete list of pub- 
lications and audio-visual aids. 


MEETINGS AND WORKSHOPS 


The Annual Meeting of the National Association for Mental Health 
will be held in Indianapolis, Indiana, from November 1 through 
November 6. The major part of the first three days will be devoted 
to business sessions, elections, committee meetings, ete. The remainder 
of the conference program will feature addresses and panel discussions 
by well-known authorities in the mental health and related fields; 
small-group discussion periods, film previews, reports on research 
projects; displays of materials and special exhibits. Among the 
prominent individuals who have accepted NAMH’s invitation to par- 
ticipate in this year’s Annual Meeting program are: Mrs. Oveta Culp 
Hobby, U. S. Secretary of Health, Education, and Welfare; the Hon. 
Luther W. Youngdahl, U. S. District Judge, District of Columbia; 
and the Hon. George N. Craig, Governor of Indiana. 

Preliminary programs of the 1955 NAMH Annual Meeting and 
advance registration forms will be available September 1 from the 
National Association for Mental Health, 1790 Broadway, New York 19. 
Inquiries should be directed to Mr. Edward Linzer. 


A five-day analysis of present trends and future directions of public 
health in the light of changing world conditions is scheduled for the 
63rd annual meeting of the American Public Health Association and 
40 related organizations in Kansas City, Missouri, November 14 
through 18. Some 400 scientific papers will be presented during 75 
sessions according to Dr. Reginald M. Atwater, Executive Secretary 
of the Association. Some sessions will be devoted to subjects of par- 
ticular interest to specialized professional fields while others will deal 
with subjects which cut across lines of several specialties. For further 
information, write the American Public Health Association, 1790 
Broadway, New York 19, N. Y. 


The American Institute of Family Relations, Los Angeles, Cali- 
fornia, will hold a Workshop in the Techniques of Counseling, August 
1 through 13 for counselors, teachers, clergymen, social workers, and 
others who work with those needing help on emotional problems. 
The Workshop will include lectures and discussions on the techniques 
of counselling, laboratory work, case analyses, ete. Details available 
from Mrs. Leslie Kimmel, American Institute of Family Relations, 
5287 Sunset Blvd., Los Angeles, 27. 








mes: 4 gage 
GT Niemann A 



















rt = i F : i 
eee 7 - “ah ties ie : - “ . 
~ ae . asd : - ’ on es i 
ae ‘ _ . eee Ve 
a - ia . Z ‘ is at 
4 bs 4 So ae i ey 
pepe i = - - fy -". 
Bee hat og ~ 
Ze me . 
<2 f - : « 
mpeith te 
bite “ 
ae P) 7 
= jul . ; = - : “ 
i 7 : “ae . am 
Ste ea Sih nen pn , S C ~ * < — av 
3 7 = . é oe anh Set \ 
rer. cooeee os . ne : ~ 
ea Baws Li : : Ae ein fait ey £ 2 .* 2 - 
: r Bef : <= i 3 ee 2 = + : 7 
E : . } i tee . i 22 i —- ‘ 
5 ~~ Fi . 
v : - =f a | 
os = j . ian a a P ff Caaee 
s : z . > = * Ms 
e _ se SPS. er _ 
= 2 Tt +f = 
‘ pa eons, 2 Pann _— i - awk 2 a 
ee es 
: a e a a ’ 2 oe ; os & X 
> NR i de 2 & - 



















ates : = 7 werner nng, 7 TE ’ ae ; : - 
rae \ , : Ne, x 2 ‘ 
: . y + : / : 
ibe =" 7 = 
a . % b 2 : i 
ee 7 - ae f . . : 7 - 
4 A F a E 2 a i ~ 
ip iets mae eo a? — = - a - 
aa : , . ; yee 
ae it - ’ 
Su a - a Fy 
a = 7 = a be = me = ~— . 
“ 1: : : ae ; 
sit ; a“ 
5 oF hs . * ms 7. 
7 p@s ° 
a: : 
“ : = - 
: : . 
- ae - a ~ 
a) A aan “ j ‘ : 
asf 2) amet oe joc rare ~ _ : " 
: : : pea, ee TS 4 
2 ’ Fes 2 i ae 
: 7 - 
be = 4 P “ai - - 
2 ey + : s r = ms a : 
’ 2 A me . 
ae = * an fi tT OR 2. : 
oa. a RB 5a N i os a arse aan > t m ‘ = 
5 4 sete ne c atte ; : : 
~§ : nce bt - — 5 _ 7 — 
ech 3 Ps id =- 
Bek . os * o? eal : 
as . a * a 
1 
. 


